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Abstract 
This study explored and described the perception of clinical psychologists regarding the 
barriers to the provision of psychological services in urban public health settings for people 
with first-episode schizophrenia. The qualitative research study utilised an explorative, 
descriptive interpretive research design. Purposive sampling was utilised to gain access to 
clinical psychologists, who had at least two years of public health experience working with 
people recently diagnosed with schizophrenia. Data was gathered from 11 participants from 
the Nelson Mandela Bay Health District of the Eastern Cape by means of in-depth interviews 
that were conducted in English by the researcher until data saturation had occurred. A 
computer-assisted qualitative thematic analysis of the collected data was conducted using 
NVIVO software. The findings have been categorised according to three broad domains: 1) 
contextual barriers; 2) health care system-related barriers; and, 3) first-episode schizophrenia 
syndrome-related barriers.  Several specific sub-themes were identified for each of these 
main domains allowing for recommendations and suggestions to be provided for attending to 
and overcoming these perceived barriers. 
Keywords: Clinical Psychologists; Barriers; Provision; Psychological Services; Urban; Public 
Mental Health; First-episode Schizophrenia.   
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“Everyone has the right to access to health care services…The state must take reasonable 
legislative and other measures, within its available resources, to achieve the progressive 
realization of these rights (Section 27, The Bill of Rights of the Constitution of the Republic 
of South Africa, 1996)” 
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Chapter 1: Background of Study 
Schizophrenia has the second highest burden of disease compared with other mental 
illnesses (Lora, Kohn, Levav, McBain, Morris, & Saxena, 2012). Schizophrenia is often 
associated with high rates of dysfunction in personal, occupational and social functioning 
(World Health Organisation 2015a). Considered to be a severe mental disorder, schizophrenia 
is characterised by profound disruptions in thinking, language, perception, and the sense of 
self (World Health Organisation, 1992).  The understanding and treatment of schizophrenia 
has evolved greatly over the last few decades (Frese, Knight, & Saks, 2009). The 
understanding of schizophrenia has developed from the prominent view that the disorder was 
a deteriorating brain disease to today’s understanding that it is relatively treatable and 
manageable if adequate care is provided (Frese, Knight & Saks, 2009).  
 Likewise, today more emphasis is placed on providing a comprehensive treatment 
package for people with schizophrenia (Tartakovsky, 2014; National Institute for Health Care 
Excellence, 2014). As part of this, a phase-specific approach is strived for given the 
advantage of treating schizophrenia in the early phases of psychosis (Gumley, & 
Schwannauer, 2006; Penn, Waldheter, Perkins, Mueser, & Lieberman, 2005). Similarly, 
research demonstrates the advantage of life-long disease management when intervening 
earlier in the disorder (Gumley, & Schwannauer, 2006; McGlashan, & Johannessen, 1996).  
If it were possible to mitigate the burden of the disease by intervening earlier in its 
course, then it would be valuable to understand the barriers that exist to the provision of 
comprehensive packages to people with schizophrenia accessing public health services. To 
the researcher’s knowledge, previous studies have not been conducted specifically on the 
barriers to the provision of psychological services for people with first-episode schizophrenia 
in South African urban public health settings. South African literature mainly focuses on a 
broad range of barriers to mental health care services in the South African public mental 
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health care system (Bruwer, Sorsdahl, Harrison, Stein, Williams, & Seedat, 2011; Petersen & 
Lund, 2011; Schierenbeck, Johansson, Andersson, & van Rooyen, 2013; Strümpher, Van 
Rooyen, Topper, Andersson, & Schierenback, 2014). 
Research Problem Statement 
Schizophrenia is a mental illness with a significant burden of disease (Knapp, Mangalore, 
& Simon, 2004). It has been shown that the early interventions can improve the prognosis of 
people living with the illness (Jääskeläinen, et al., 2012). Psychological interventions have 
been shown to be beneficial in the treatment of first-episode schizophrenia (Mueser, Deavers, 
Penn, & Cassisi, 2013).  Nevertheless, there are disparities in services provided for people 
with mental illness in South Africa and likewise there are treatment barriers in both rural and 
urban public mental health care settings (Jack et al., 2014). While there has been some 
research into the barriers to the provision of and access to mental health care services in 
South Africa, relatively few studies examine the barriers to the provision of psychological 
services in urban public health settings in the country. Furthermore, none of these studies 
have focussed on people living with first-episode schizophrenia (Bruwer, et al., 2011; Lund, 
Petersen, Kleintjes, & Bhana, 2012; Petersen & Lund, 2011; Pedersen, 2013; Schierenbeck, 
et al., 2013; Strümpher, et al., 2014).  
Primary Research Aim 
This study aims to explore and describe clinical psychologists’ perceived barriers to 
psychological services provided for people with first-episode schizophrenia in urban public 
health care settings.  
Central Research Question 
What do clinical psychologists perceive as the barriers to the provision of psychological 
services in urban public health care settings for people with first-episode schizophrenia? 
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Motivation and Significance 
The study is significant to the field of psychology and public mental health because no 
previous research conducted in South Africa has examined the area of focus. The study 
therefore fills a current void in research and literature.   
The study assists in understanding the barriers to effective psychological services for 
people with first-episode schizophrenia in the context of an urban public health system in 
Eastern Cape, South Africa. The barriers to psychological services identified in the study 
highlights potential opportunities to improve psychological service delivery in the public 
mental health care system. The research was conducted with the underlying aim of providing 
information that can contribute to the improved availability and access to public 
psychological services among people with first-episode schizophrenia in urban areas. Thus, it 
is hoped that public health stakeholders will find the study’s results and recommendations 
useful.  
Research Design and Methodology 
This section provides a synopsis of the study’s research design and methodology, which 
are outlined in detail in Chapter 3. The qualitative study utilised an exploratory, descriptive, 
interpretive research design. Individual, semi-structured interviews were used for data 
collection and interview questions are included in Appendix A. Questions were directly 
related to the central research question. Non-probability purposive sampling was used to gain 
access to a sample of clinical psychologists (n = 11) who met the following criteria:  
• Participants were clinical psychologists currently working and employed within the 
urban public mental health care system in a full-time capacity;  
• Participants were registered as clinical psychologists with the Health Professions Council 
of South Africa and had two years or more of post-registration experience; and  
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• Clinical psychologists had at least two years of experience working with people with 
first-episode schizophrenia.  
Clinical psychologists were drawn from both Port Elizabeth and Uitenhage catchment 
areas in the Nelson Mandela Bay Metropolitan Area. Clinical psychologists who were 
interviewed worked either in primary, secondary or tertiary health care facilities. Data 
saturation occurred once themes derived from interviews began repeating themselves, and 
interviews generated no new predominant themes. To enhance the study’s trustworthiness, 
the trustworthiness constructs of Lincoln and Guba (1985) were adopted. These included: 
credibility, transferability, dependability and confirmability. Trustworthiness constructs will 
be further discussed in Chapter 3 under the sub-heading Trustworthiness.  All interviews 
were recorded and transcribed and member checks took place. The findings obtained from a 
computer-assisted interpretive thematic analysis with NVIVO software for Macintosh are 
presented in detail in Chapter 4.  
Ethical Considerations 
It is important that studies should benefit the health and welfare of those that the study 
targets. This study is justified because the primary aim is to identify barriers to the provision 
of psychological services that if addressed could improve the treatment for people living with 
first-episode schizophrenia. Furthermore, benefits may extend to general mental health care 
service users as the study has identified barriers that relate to psychological services and 
interventions generally. The research adhered to a high standard of research ethics with study 
participants abiding by the principles set out in the Belmont Report (National Commission 
for the Protection of Human Subjects of Biomedical and Behavioral Research & Bethesda, 
1978). The study contributes to an understanding of what creates barriers for psychological 
services in the urban public mental health care system and, therefore, contributes to 
understanding how to improve access to psychological services for people with first-episode 
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schizophrenia (Tangwa, 2009). Recommendations and suggestions for mental health 
stakeholders and researchers are provided in Chapter 5.   
Permission to conduct the study was obtained from the Faculty Postgraduate Student 
Committee at Nelson Mandela Metropolitan University; the Eastern Cape Provincial 
Department of Health and Nelson Mandela Bay Health District Services. The template for 
letters requesting permission from the Department of Health is in Appendix B. The ethics 
approval and permission letters from the Faculty Postgraduate Student Committee, District 
Department of Health and Provincial Department of Health are in Appendix C.  Only once 
permission from the abovementioned institutions was obtained were potential participants 
contacted. Appendix D contains the information letter to participants.  This information letter 
was sent to participants via email and a telephone call was made afterward to explain the 
study and gauge participants’ level of interest.  
If the participants met the inclusion criteria and verbalised interest in being part of the 
study, a date to conduct the interview was scheduled at the convenience of the potential 
participant. On the day scheduled, the consent forms were completed before the interviews 
took place. Appendix E contains participant consent forms to participants, the investigator’s 
statement and a message to participants containing the investigator’s contact information. 
The study conformed to the highest standard of informed consent informing research 
participants about all aspects of the research process. This process of obtaining informed 
consent emphasised the freedom and mobility of participation in the study (Delport, de Vos, 
Strydom, & Fouche, 2005). Aspects that were covered whilst negotiating informed consent 
were the potential harms of the research and its aims, as well as the possible advantages and 
disadvantages of study. Participants were conscious that the raw data, in the form of 
interview recordings and transcripts, obtained from this study were sensitive in nature. The 
data will be kept for a minimum of five years and will be held in a secure facility by the 
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Psychology Department in the Faculty of Health Sciences, Nelson Mandela Metropolitan 
University, in the form of a digital compact disk. The researcher has abided by all agreements 
that have been made with participants throughout the study. No compensations and 
reimbursements were needed and no inducements were provided to participants.  
Clinical psychologists providing psychological services in the public health sector were 
considered to be key informants in the research study. Other populations were not able to 
provide the specific viewpoint regarding the provision of services that clinical psychologists 
who deliver these psychological services were able to provide. However, it is acknowledged 
that populations, such other types of mental health professionals, could provide further 
understanding of the barriers that limit the provision of mental health care services. Purposive 
sampling was used and research participants were selected on the basis of ethical and 
scientific principles. 
The research methodology not only aimed to protect research participants but also 
addressed the issue of trustworthiness. The trustworthiness of qualitative research is 
addressed in detail in Chapter 3. The relative responsibility for protecting participants’ rights 
to confidentiality and privacy has been covered by the study due to the potential undesirable 
consequences if participants were identified. However, it is important to note that while the 
researcher can ensure confidentiality, it is impossible to ensure anonymity. For instance, 
participants may choose to disclose their own identities to others. However, the study has 
ensured that it has taken all steps possible to protect anonymity and to ensure confidentiality. 
Importantly, the participants’ identities and privacy have been protected through the 
procedures built into the methodology. Firstly, privacy, “the control over the extent, timing 
and sharing of oneself with others”, was ensured by gaining consent, allowing the participant 
to choose the time and location of the interview, and ensuring that the participant was aware 
that they have the freedom to withdraw from the research at any point (University of 
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California, 2015). Secondly, the study ensured that confidentiality will be maintained and that 
private and identifying information will not be disclosed. For instance, only necessary 
information was requested and described in the research study. Only those directly involved, 
the researcher and supervisors, were privileged to study participants’ particulars of the 
participants. The researcher conducted all interviews with study participants. The researcher 
also conducted the data analysis and data reported did not contain identifiable information. 
Participant’s names were replaced with numbers to also ensure that they could not be 
identified. The researcher has ensured by all means possible that the data reported in the 
report cannot be traced back to the participants, including quotes used and participants’ 
descriptive information. The researcher has ensured that the data included in the information 
contained in the consent forms and questionnaires has also remained protected and will not 
be published. Furthermore, it is important to state that the researcher is under no obligation 
by the Department of Health to reveal participant’s identities. The respect for confidentiality 
and anonymity was clearly understood by both the researcher and Department of Health in 
negotiating permission or the research to be conducted. The study has scrutinised the report 
to avoid misinterpretations of findings, or misrepresentations of concerned populations or 
institutions. 
Scope of the Study 
The scope of the study outlines the accepted range of the study’s focus. The study focuses 
specifically on clinical psychologists’ perceived barriers to the provision of psychological 
services for people with first-episode schizophrenia. By limiting the scope of the study, the 
research will only focus on first-episode schizophrenia and will exclude information 
pertaining to the provision of services for subsequent episodes or people living with other 
mental disorders. The research will only focus on urban public health settings. This 
potentially includes all Department of Health structures that relate to the provision of 
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psychological services in the Nelson Mandela Bay Health District. Rural health care settings 
have been excluded as they pose specific barriers that are unique to rural settings. The 
research has also narrowed its scope by omitting non-governmental entities that may be 
considered to form part of the public health care system.  
With regards to the sample, only clinical psychologists that have been registered for two 
years with the Health Professional Council of South Africa and who have worked for at least 
two years with people with first-episode schizophrenia have been interviewed. Therefore, 
while there may be other registration categories in the mental health sector that have been 
exposed to the barriers to service provision for people living with first-episode schizophrenia, 
these other health care cadres have been excluded.  
The literature review will however be more inclusive. While first-episode schizophrenia 
is the phase of illness that will be explored in the study, general information pertaining to 
schizophrenia will also be included. Perceived barriers to general public mental health care 
services will also be included in the literature review. These general barriers identified in 
South Africa may be evident in both urban and rural settings, and may not only relate to 
barriers of service provision but also access. In reviewing these barriers the literature review 
will include contextual, structural and illness-specific barriers to provision and accessibility 
of mental health care services.  
While there may be numerous barriers to the provision of psychological services in urban 
public health care settings, the study only explores and describes clinical psychologists’ 
perceived barriers to psychological interventions provided for people with first-episode 
schizophrenia in urban public health care settings. Thus, the study will not examine these 
perceived barriers in rural areas nor in private health care settings. The findings of this study 
are not necessarily generalizable to other settings or geographic locations.  
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Definition and Clarification of Key Terms 
This section defines and clarifies key terms that are used throughout the study. 
Definitions and clarifications are as follows: 
• Public health: According to the World Health Organisation (2015b), public health refers 
to all organised measure to “prevent disease, promote health and prolong life”. Public 
health includes the assessment of health and risk in communities to identify problems 
and prioritise; formulate policy to address these health problems and priorities; and to 
insure that efficient, effective, affordable and accessible services are available to the 
public (World Health Organisation, 2015b).  
• Primary health care. As stated in the National Mental Health Policy Framework and 
Strategic Plan 2013 – 2020, public health care is defined as “essential health care made 
accessible at a cost a country and community can afford, with methods that are practical, 
scientifically sound and socially acceptable” (National Department of Health, Republic 
of South Africa, 2013, p. 8). Furthermore, the organisation of the approach is meant to 
“reduce exclusion and social disparities in health, is people-centred, intersectoral, 
collaborative, and promotes the participation of all stakeholders” (National Department 
of Health, Republic of South Africa, 2013, p. 8).  
• Primary level services. According to the National Department of Health, Republic of 
South Africa (2013, p. 8), primary level services are the “first level of contact for 
individuals seeking health care.” 
• Secondary care:  According to the National Department of Health, Republic of South 
Africa (2013, p. 9), secondary care is considered to be care that is  “typically rendered in 
a hospital setting following a referral from a primary or community health facility.” 
• Tertiary care: According to the National Department of Health, Republic of South Africa 
(2013, p. 9), specialist care is “care that is rendered at a central hospital.”  
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• First-episode schizophrenia: First-episode schizophrenia is defined as the first episode in 
which a person meets the full criteria for a formal diagnosis of schizophrenia as used by 
the World Health Organisations Tenth Revision of the International Classification of 
Diseases (ICD-10) for the classification of diseases (World Health Organisation, 1992). 
A detailed formal definition of schizophrenia, first-episode schizophrenia and ICD-10 
criteria can be found in Chapter 2 under the sub-heading, an operation definition. 
• Clinical psychologist: Clinical psychologists are people registered as such in terms of the 
Health Professions Act. Chapter 2 under the heading Psychological services contains a 
detailed description of the scope of practice for clinical psychologists practising in South 
Africa.  
• Psychological services: Psychological services are defined as the broad range of services 
that are provided to address the psychological needs of the person accessing mental 
health care services. These services may be provided directly to mental health care 
service users or may be indirectly linked through the provision of supportive services to 
a multidisciplinary team.  Furthermore, the term “psychological services” refers to the 
services that clinical psychologists are trained to provide in public health care settings. 
However, it should be recognised that in many settings, including South Africa, other 
mental health care professionals do provide psychological services. For example, in 
some health care settings lay councillors, nurses and/or psychiatrists provide basic 
cognitive behavioural therapy. A detailed description of the services provided by 
psychologists in the public mental health care system can be found in Chapter 2 under 
the heading Psychological services.  
Chapter Outline 
The study consists of five chapters outlined below:  
Chapter 1: Introduction  
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Chapter 2: Literature Review:  
2.1: First-Episode Schizophrenia;  
2.2: The Public Mental Health care System;  
2.3: Psychological Services; and,  
2.4: Known Barriers to Psychological Services 
Chapter 3: Research Methodology  
Chapter 4: Results and Discussion  
Chapter 5: Conclusion, Limitations and Recommendations  
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Chapter 2: Literature Review 
The chapter is broken down into four main sections: 1) First-Episode Schizophrenia; 2) 
The Urban Public Mental Health Care System; 3) Psychological Services; and, 4) Known 
Barriers to Mental Health Services. The first section provides the reader with a 
contextualisation of first-episode schizophrenia. Section two orientates the reader to the 
urban public mental health care system in South Africa and more specifically in Nelson 
Mandela Bay Health District. The third section presents an overview of psychological 
services provided in the public mental health care system and clarifies the scope of practice 
of clinical psychologists in South Africa. The chapter ends by presenting barriers to 
psychological services provided in South Africa’s public mental health care system as 
identified in the literature.  
First-Episode Schizophrenia 
In this section, the research aims to contextualise first-episode schizophrenia for readers. 
First-episode schizophrenia is defined as the first time that someone meets the full criteria for 
a formal diagnosis of schizophrenia. Schizophrenia is a relatively complex mental illness and 
therefore a deeper understanding of the illness is required to contextualise it within the 
current study. The follow section offers an operational definition for first-episode 
schizophrenia and an epidemiological overview of the disorder, including links between 
schizophrenia, urbanisation and environment.  After uncovering the epidemiology, the study 
motivates for the importance of evidence-based interventions in the treatment of first-episode 
schizophrenia.  
An operational definition. 
Although there are several classification systems used to help guide clinicians working 
with people who have schizophrenia, this study utilises the operational definition of 
schizophrenia found within the ICD-10 due to its widespread use for classifying diseases 
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(Burns, 2013; World Health Organisation 1992). Developed by the World Health 
Organisation and applied by its 194 member states, the ICD-10 is the most widely utilised 
international classification system. South Africa’s public health practitioners and institutions 
are also required by law to report clinical ‘cases’ using the ICD-10 system (Burns, 2013).  
The World Health Organisation (2004) explains that the ICD-10 characterises 
schizophrenia-spectrum disorders in general by “fundamental and characteristic distortions of 
thinking and perception, and affects that are inappropriate or blunted.” The World Health 
Organisation (2004) points out that those living with schizophrenia usually maintain clear 
consciousness and intellectual capacity, however cognitive deficits may evolve over time. It 
emphasises that certain negative symptoms and positive symptoms are the most important 
psychopathological phenomena in schizophrenia. These symptoms include: thought echoing; 
thought insertion or withdrawal; thought broadcasting; delusional perception and delusions of 
control; influence or passivity; hallucinatory voices commenting or discussing the patient in 
the third person; thought disorders; avolition and alogia. Positive symptoms are symptoms 
that are not usually seen in people without psychosis (i.e. hallucinations, delusions, thought 
disorder and disorganised behaviour) and generally react to medication (Sadock, Kaplan, & 
Sadock, 2007). Whilst, negative symptoms are considered to be impairments to emotions or 
behaviours (i.e. avolition, alogia, anasognosia, etc.) and do not necessarily react to 
medication use (Sadock et al., 2007). The World Health Organisation (2004) clarifies that a 
diagnosis of schizophrenia should not be made in the presence of “extensive depressive or 
manic symptoms unless it is clear that schizophrenic symptoms antedate the affective 
disturbance”. The diagnosis of schizophrenia is excluded if there is the presence of overt 
brain disease or during prescribed or illegal drug intoxication or withdrawal.  
First-episode schizophrenia refers to the first episode in which a person meets the ICD-10 
criteria for a formal diagnosis of schizophrenia. One may however have had previous 
	   22	  
psychotic episodes that do not meet the criteria for schizophrenia – for instance, brief 
psychotic disorder, schizoaffective disorder, substance-induced psychosis and 
schizophreniform disorder.   
There are however many other features of schizophrenia that are not always included in 
contemporary nosology. Diagnostic criteria set out by diagnostic systems only account for a 
small part of the overall mental health evaluation, and more emphasis should be placed on the 
individual aspects of each person living with schizophrenia (Frances, 2013).  Beyond formal 
diagnostic criteria, schizophrenia may change one’s sense of self, alter senses, impair 
receptive information processing and inevitably have a negative impact on one’s ability to 
respond to receptive information (Torrey 2013). Difficulties produced by impairments in 
metacognition, or the ability to integrate information to form complex ideas of self and 
others, have been shown to be a core characteristic of the illness and psychotic episodes 
(Lysaker, & Dimaggio, 2014). Other neurocognitive deficits such as impairments in working 
memory, executive function, verbal and visual memory, processing speed, and attention are 
phase-specific features of schizophrenia (Bora & Murray, 2013; Erickson, Hahn, Leonard, 
Robinson, Gray, Luck, & Gold, 2014).  Experts have also highlighted important impairments 
in areas of social cognition, such as emotional processing, perceptive ability, management 
and understanding of emotions, social perception, ability to decode and interpret social cues, 
and theory of mind/mental state attribution, referring to one’s ability to make inferences of 
other’s intentions, dispositions and/or beliefs (Pinkham, Penn, Green, Buck, Healey, & 
Harvey, 2014). The presence of symptoms in schizophrenia contributes to poor self-care and 
impairments in social, occupational and personal functioning (Holmberg & Kane, 1999; 
Liddle, 1987).  
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The impact and epidemiology of first-episode schizophrenia.   
Schizophrenia contributes approximately 1.1 percent to the world’s global burden of 
disease (Lora et al., 2012). The global incidence is approximately 1.5 cases of first-episode 
schizophrenia per 10 000 people per year (McGrath, Saha, Chant, & Welham, 2008). More 
than 21 million people around the world live with schizophrenia, and of those about half do 
not have access to treatment (World Health Organisation, 2015a). 
According to the National Institute for Mental Health (2015), schizophrenia affects 
women and men equally. Typically, symptoms of schizophrenia begin between the ages of 16 
and 30 years (National Institute for Mental Health, 2015). The average age of onset in women 
is 25 and is noticeably higher than the average age of onset in men (Leung & Psych, 2000). 
According to Erikson, between the ages of 12 and 18 years of age people are transitioning 
from childhood to adulthood (Kacerguis & Adams, 1980). During this stage of development, 
more emphasis is being placed on becoming independent, and people may begin looking 
towards their future careers, financial stability and position in society (Kacerguis & Adams, 
1980).  Thus, at the average age of first-episode schizophrenia in men, or at the age of 18 
years, one is learning the roles that one will play as an adult (Kacerguis & Adams, 1980; 
Leung & Psych, 2000). The onset of illness during this time then may have a direct impact on 
one’s occupational and social development. Furthermore, people who experience significant 
difficulties at this stage may experience a crisis of identity (Kacerguis & Adams, 1980; 
Leung & Psych, 2000). 
According to the drift hypothesis, individuals experiencing a deterioration of mental 
health functioning, which may be related to untreated illness, may drift towards a lower 
socio-economic class (Perry, 1996). People who do experience deterioration of functioning 
are more likely to be pulled into a cycle of poverty. However, it is important to note that in 
South Africa many people diagnosed with first-episode schizophrenia may already come 
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from low socio-economic backgrounds due to the socio-economic inequalities that persist in 
the country. The South African Social Security Agency does provide disability grants for 
people with marked disability, but the amount is low and people with schizophrenia are less 
likely to receive a disability grant after the first episode, despite contextual employment 
barriers (Watermeyer, 2006). According to the 2015 National budget speech, disability grants 
will increase from R 1350 to R 1410 per month from April 2015 (National Treasury, 
Republic of South Africa, 2015). 
People between the age of 18 and 40 years are in the stage of intimacy versus isolation 
(Orlofsky, Marcia, & Lesser, 1973). In this stage, people embark on exploring and forming 
intimate and committed relationships. Erikson believed that successful completion of this 
stage leads to safety, care and commitment within a relationship (Erikson, 1972, Orlofsky, 
Marcia, & Lesser, 1973). The onset of first-episode schizophrenia at the average age of 18 
years for men and 25 years for women may cause disruptions in psychosocial development at 
this stage. Disruptions may be due to several factors, including stigma and burden of disease 
and these factors are discussed in more detail later. Breakdowns in already existing 
relationships may also occur in people who develop schizophrenia at a later stage. One can 
deduce that this may be more common in women as the age of onset in women is later than 
that in men.  
Despite not being a fatal disease in itself, the mortality rate associated with schizophrenia 
is strikingly high. Death rates are twice as high as that of the general population and life 
expectancy is approximately 20 years less than that of the general population (Laursen, 
Nordentoft, & Mortensen, 2014). Despite the global development of mental health systems, 
life expectancy for people living with schizophrenia has not improved in the last decade 
(Laursen et al., 2014). One in 10 people living with schizophrenia will be at risk of suicide at 
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least once in their lifetimes – a 12 fold greater risk that that experienced by the general 
population (Caldwell & Gottesman, 1990; Healy et al., 2012).  
Using the measure of Disability-Adjusted Life Years to assess the social cost of the 
disorder, approximately 1 percent of the global burden of disease is attributed to 
schizophrenia. Based on the Disability-Adjusted Life Years calculation, schizophrenia is 
ranked within the top twenty highest ranked diseases in many areas in the world (Alwan, 
2011).  After major depressive disorder, schizophrenia is also the second highest ranked 
mental illness in the world (Alwan, 2011; Barbato, 1998). However, psychosocial and 
psychopharmacological interventions have been shown to decrease the burden of disease 
experienced (Whiteford, Ferrari, Degenhardt, Feigin, & Vos, 2015).  
Schizophrenia as a chronic condition can be an extremely burdensome illness if not 
managed properly. Nearly half of those with schizophrenia also present with a lifetime 
history of substance use disorders (Volkow, 2009). A significant proportion of 
hospitalisations are due to non-adherence to psychopharmacological treatments for 
schizophrenia (Marcus & Olfson, 2008). Essentially, people living with schizophrenia who 
have poor adherence, lack of access to treatment, or are in impoverished social or financial 
situations may well experience a deterioration of functioning over time (Zipursky, Reilly & 
Murray, 2013).  Additionally, depressive symptoms have been identified as frequently 
occurring in prodromal, acute and post-acute stages of schizophrenia (Möller, 2005). People 
with schizophrenia have significantly greater state and trait depression when compared to the 
general population (Chiappelli, Nugent, Thangavelu, Searcy, & Hong, 2014). These trait 
depressive symptoms are distinct from the negative symptoms associated with schizophrenia 
(Chiappelli et al., 2014).   
A disease with such a high burden of disease can also place strain on caregivers 
(Jungbauer, Wittmund, Dietrich, & Angermeyer, 2004). In spousal relationships, quality of 
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life can be reduced to the chronic burdens of everyday living (Jungbauer et al., 2004). 
Chronic, illness-specific burdens experienced by caregivers may be associated with a fear of 
relapse, personality changes, and alternations between acute and chronic care situations.  
Additionally, spouses may experience problems relating to the partnership (Jungbauer et 
al., 2004). For instance, “challenging marital intimacy and commonality, reorganisation of 
familial and partnership tasks, and redefinition of plans for mutual life” (Jungbauer 2004, p. 
673). However, it is important to highlight that there are cases of stable partnerships and 
many spouses evaluate living together as a positive experience. Similarly, parents of people 
living with schizophrenia may also have problems and worries. For instance, there may be a 
misattributed blame for possible  “poor parenting, the problem of a delayed or prevented 
detachment from the parents and the dilemma of a permanent, possibly lifelong dependency” 
(Jungbauer, 2004, p. 673).  
More generally, schizophrenia is also a disease that is often misunderstood by others – 
including treating professionals (Marder & Freedman, 2014). Marder and Freedman (2014, p. 
1), explain that “delusional ideas can seem implausible or bizarre and the people who harbour 
these ideas can seem strange or even frightening.” People living with schizophrenia and other 
psychotic disorders are often aware of these attitudes. They may not experience the 
empathetic understanding that people living with depression or anxiety disorders receive 
from their closest social support networks. Sadly, it is not uncommon that treating 
professionals may view some symptoms of psychosis with scepticism  (Marder et al., 2014). 
In a recent study by Nordt, Rössler and Lauber (2006) comparing attitudes of mental health 
care professionals and the general public towards depression and schizophrenia revealed that 
mental health professionals had just as many stereotypes of schizophrenia as the general 
population. According to Nordt et al. (2006, p. 711), “independently of how well mental 
health professionals recognised the case descriptions of schizophrenia and major depression 
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(as people having a mental illness), they felt the same social distance toward the described 
people as the public.” These negative and misinformed attitudes can lead people with 
schizophrenia to feel misunderstood and to be isolated (Marder et al., 2014).  
The cost of schizophrenia is high and often hidden on first appraisal. While cost-of-illness 
studies can provide insight into the burden of disease, they do not provide information on 
how much money could be saved if schizophrenia were adequately treated (Knapp et al., 
2004). As a chronic illness, schizophrenia and its cost tend to persist over a lifetime. 
Following from this, large portions of inpatient budgets may be devoted to schizophrenia 
spectrum disorders. According to Knapp et al. (2004, p. 290), “generally between one-third 
and two-thirds of the total health care cost of schizophrenia is for hospitalisation.” As this 
section has outlined above, there are also hidden costs of schizophrenia, including caregiver 
burdens, increased risk of death and employment difficulties. The burden experienced by 
people living with schizophrenia is probably the highest cost of the illness. The quality of life 
for those living with schizophrenia is frequently reduced, and there is often associated 
distress and emotional pain. A South African study shows that men living with schizophrenia 
without comorbid substance use have higher levels of psychological health than men with 
comorbid schizophrenia and substance use disorder on the World Health Organisation’s 
Quality of Life Scale Brief Version (Aras, Yazar, & Altinbas, 2013). Furthermore, the study 
demonstrated that people with higher levels of positive and negative symptoms have lower 
levels of quality of life. A study conducted in Durban, South Africa, that focused on the 
psychosocial rehabilitation needs of mental health care service users suggested that a 
breakdown of relationships when people are ill had a negative impact on psychosocial 
functioning and quality of life (Simpson & Sambuko, 2012). Studies have shown that the 
quality of life of people in low and middle-income settings can be reduced because of a 
complex interaction between the person, illness and environment that can lead to, for 
	   28	  
instance, a reduction in employment opportunities, reduced meaningful social and intimate 
relationships, breakdown of family support, increased stigma, a lack of access to care and 
untreated psychosis (Cohen, Patel, Thara, & Gureje, 2008).   
Despite this burden of disease, schizophrenia is rarely given as much attention by health 
care policy makers or stakeholders as would be expected for other illnesses (Knapp et al., 
2004).  
Urbanisation and schizophrenia.  
Studies dating back to the 1930s have illustrated that the incidence of schizophrenia is 
higher among people living in urban areas (Boydell & Robin, 2003). More recent 
epidemiological studies have indicated that there is a higher risk of developing schizophrenia 
among those growing up in cities. In contrast, the lowest rates of schizophrenia are found in 
rural areas (Boydell & Robin, 2003). A study investigating the association between 
population density, neighbourhood deprivation and individual risk indicated that there are 
higher risks associated with living in the types of densely populated or socio-economically 
deprived neighbourhoods that are common in South Africa (Sariaslan, Larsson, D’Onofrio, 
Långström, Fazel, & Lichtenstein, 2014). Eastern Cape has one of the highest rates of socio-
economic deprivation in South Africa and faces significant social challenges, such as 
poverty, economic inequality and food insecurity (The Eastern Cape Economic Development, 
Environmental Affairs and Tourism, 2013). It is also hypothesized that increased exposure to 
infectious agents in overcrowded environments may be one of the factors that increase the 
risk of schizophrenia for those living in urban environments (Torrey & Yolken, 1998). A 
recent meta-analysis of the association of urbanicity with schizophrenia indicates that the risk 
of developing schizophrenia is estimated to be 2.37 times higher among those living in urban 
environments as compared to their rural counterparts (Vassos, Pedersen, Murray, Collier, & 
Lewis, 2012). It is important to note that the findings from this meta-analysis do not imply 
	   29	  
causation. Possible explanations for this difference may be higher levels of environmental 
pollution, inequality, increased exposure to infection, poor diet, social isolation and 
deprivation, drug abuse, increased obstetric complications in urban settings, migration, 
familial characteristics and specific individual characteristics (Boydell & Robin 2003; 
Kirkbride, Jones, Ullrich, & Coid, 2014; Vassos et al., 2012). 
Importance of first-episode schizophrenia.  
There is a growing body of evidence that phase specific treatments for first-episode 
schizophrenia produce better outcomes (McGorry, 2006). Furthermore, better outcomes in 
the treatment of first-episode schizophrenia can be achieved by utilising adapted treatment 
strategies. There are greater improvements in functional status and quality of life of people 
with first-episode schizophrenia when they are enrolled in programmes that provide early and 
phase-specific treatment (Brunet & Birchwood, 2010; Malla & Payne, 2005). Additionally, 
those who do not have timely access to treatment for psychosis experience poorer outcomes 
at six to12 months, in terms of symptoms, social functioning and quality of life (Brunet & 
Birchwood, 2010). It is therefore essential to detect and treat people who present with first-
episode psychosis as early as possible. Essentially, early detection of first-episode psychosis 
translates to being treated earlier and reductions in the time that the person is ill (Larsen et al., 
2006).   The early treatment of psychosis may prevent the development of secondary 
symptoms that stem from the primary illness (Larsen et al., 2006).   The duration of untreated 
illness is significantly correlated with poor prognosis in the longer-term, two-year outcome 
scores (Keshavan, Haas, Miewald, Montrose, Reddy, Schooler, & Sweeney, 2003). While 
concentrating mainly on the prognosis of symptoms, research on the quality of life of those 
living with schizophrenia has implicated delayed treatment, poor premorbid adjustment and 
residual psychopathology as contributors to poorer quality of life  (Malla & Payne, 2005).  
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 In contrast to the pessimistic views about the course and prognosis of schizophrenia, 
research has shown that many people living with first-episode schizophrenia who receive 
early intervention will achieve a full remission of positive symptoms, with many returning to 
significantly improved levels of functioning (Zipursky & Schulz, 2002).  These findings have 
increased expectation that early interventions in schizophrenia can have positive implications 
on the long-term course of the illness. The hope created by these findings has changed the 
goals for the treatment of schizophrenia by placing greater emphasis on early intervention 
(Zipursky & Schulz, 2002). By putting an emphasis on early intervention in first-episode 
schizophrenia translates to the “early identification of cases, shortening delays in effective 
treatment, and providing optimal and sustained treatment in the early ‘critical period’ of the 
first few years of illness” (McGorry, 2006, p. 20).  
Often overlooked by clinicians, people who have had first-episode schizophrenia may 
have several affective experiences associated with experiencing psychosis and its associated 
symptoms (Gumley & Schwannauer, 2006). According to Gumley and Schwannauer (2006, 
p. 33), these affective experiences may include “fear, helplessness, shame, embarrassment 
and humiliation” that arise from a person’s appraisal of low-level psychotic experiences. 
These appraisals may have their origins in often distressing autobiographical memories of 
previous episodes, and these episodes’ vocational, social, interpersonal and personal 
consequences. Even before the formal onset of schizophrenia, people may present with subtle 
deteriorating cognitive, motor and social impairments (Lieberman 2002). Addressing these 
distressing affective experiences may well improve the quality of life and clinical outcomes 
for those living with schizophrenia (Gumley & Schwannauer, 2006; Spencer, Birchwood, & 
McGovern, 2001). This however would require a comprehensive approach to the treatment of 
first-episode schizophrenia.  
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The Urban Public Mental Health Care System 
A description of the South African public mental health system and the current state of 
mental health in the country will be presented. At the same time, the researcher will aim to 
describe the urban public mental health care system in the Nelson Mandela Bay Health 
District.  
The public mental health care system. 
According to Klingenberger (2008, p. 651), “health care” is defined as the “totality of 
organised social action in response to the occurrence of disease and disability and for 
averting the risks to health.”  The public health care system, also known as the national health 
care system, is considered to be “the totality of policies, programs, institutions and actors that 
provide health care – organised efforts to treat and prevent disease” (Berman, 1995, p. 15). 
Van Rensburg (2004) explains that while we often regard only “the official or mainstream 
health care as the country’s health care system, the non-official, unorthodox health practices 
and care traditions also constitute part of a country’s health care system”. As previously 
stated, the study’s operational definition will borrow the narrower definition of a public 
health care system by focussing on services provided by solely the Department of Health.  In 
analysing the public health care system, it is important to make a distinction between the 
health care system, encompassing the services delivered; the environment, which consist of 
the wider context in which the system is entrenched; and the target population, the to people 
whom the health care system delivers services (van Rensburg, 2004). Essentially, the public 
mental health care system will continuously change and be influenced by the larger health 
care system, environment and target population. 
In South Africa, the public mental health care system is integrated within the larger health 
care system and national health care budget. Mental disorders are the third highest 
contributor to the national burden of diseases (Patel, 2014a). Despite the impact that mental 
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disorders have on the South African population, mental health has received a 
disproportionately small portion, or approximately four percent, of the national health budget 
(Patel, 2014b). At the 2012 National Health Summit, Health Minister, Dr Aaron Motsoaledi 
described South Africa’s mental health services as “fragmented, unfairly distributed and 
inadequately resourced” (South African Federation for Mental Health, 2013).  In his speech, 
Motsoaledi expressed that mental health must be included in resource, infrastructure, social 
mobilisation plans and employment targets (South African Federation for Mental Health, 
2013).  Principally, Motsoaledi acknowledged the gap in mental health care in South Africa 
at the 2012 Health Summit.  
According to Uys and Middleton (2014, p. 67), mental health care services in South 
Africa have been going through major changes due to a new National Health Act no 61 of 
2003 “that provides for the establishment of what is generally known as the district health 
system.”  In line with the National Health Act 61 of 2003, the Mental Health Care Act, no. 
17, of 2002 and the 1997 White Paper on the Transformation of the Health System emphasise 
a shift towards primary health care and a process of decentralising mental health services to 
the district health care level (Petersen et al., 2009). According to this new Health Act 61 of 
2003, mental health services should be integrated into primary health care (Uys & Middleton, 
2014).  Following this decision, in 2012, there was an expansive consultative process with 
national, provincial departments and mental health care stakeholders that led to the creation 
of the Mental Health Policy Framework for South Africa and the Strategic Plan 2013 – 2020, 
which was adopted by the National Health Council in July 2013 (Stein, 2014). The Mental 
Health Policy Framework and Strategic Plan 2013 – 2020 outlines eight main objectives 
(Janse van Rensburg, 2013, p. 206):  
1. District-based mental health services and primary health care re-engineering;  
2. Building institutional capacity;  
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3. Surveillance, research and innovation;  
4. Building infrastructure and capacity of facilities;  
5. Mental health technology, equipment and medicine;  
6. Intersectoral collaboration;  
7. Human resources for mental health;  
8. Advocacy, mental health promotion and prevention of mental health. 
Despite the creation of the Mental Health Policy Framework and Strategic Plan 2013 - 
2020, a policy vacuum continues to exist at provincial and district levels in the absence of the 
provincial mental health care plans envisioned in the framework (Stein, 2014).  
However, despite the lack of coherent strategies at provincial and district levels, mental 
health care services in South Africa continue to move towards the district health system 
model, which uses the district as the basic unit for planning and organising the public health 
care system (Uys & Middleton 2014, p. 67). Uys and Middleton (2014, p. 67) explain that a 
district is “a coherent geographically defined area in which all health services are coordinated 
by one district health authority, which is part of the lowest level of government.” In South 
Africa, the district health system model is considered to be the most appropriate vehicle for 
the provision of primary health care (Bamford, 1997). The district health system is based on 
the World Health Organisation’s recommendations for district health systems (Bamford, 
1997). In theory, most of the emphasis before the district health system had been on care, 
treatment and rehabilitation rather than prevention and promotion (Parliamentary Monitoring 
Group, 2013). In South Africa, the district health system is made up of a National 
Department of Health, nine provincial departments of health and 52 health districts 
(Parliamentary Monitoring Group, 2013). In theory, the district health system model’s 
strengths are in it being (Bamford, 1997, p. 6 - 7): 
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1) A decentralised model of political power that produces a natural meeting point for 
grounded planning and organisation of services and “top-down planning and 
support;” 
2) Close enough to communities to allow for transparency and proximity to 
community problems and constraints; 
3) Focussed on addressing the determinants of disease and community prevention; 
4) In close proximity to health care workers that have a direct link to service users;  
5) More adapted to intersectoral co-operation and management, as most development 
sectors are represented at the district level; and 
6) Endowed with an assumed increased efficiency due to the integration of services 
and vertical programmes.  
In the district health system model, there are three broad levels of services, or the 
primary, secondary and tertiary health care levels. In the model, the primary or community 
health care level provides comprehensive mental health services, including diagnostics, 
evidence-based treatment, community-based rehabilitation, preventative care and promotive 
care (Uys & Middleton, 2014). The South African Mental Health Care Act 17 of 2002 
regulates access to these, and further services, for people considered to be voluntary, assisted 
and involuntary mental health care users, state patients and mentally ill prisoners 
(Government Gazette, 2002). If cases fall outside of the community clinic’s capacity, clinics 
consult with support staff from the community health care centres or district hospitals. 
Community clinics may also refer upwards to community health centres or district hospitals 
if needed (Uys & Middleton, 2014).  
The next level of service is secondary care level services. It is important to note that 
generally the higher the level, the more specialised services that are offered.  These hospitals 
are where “non-specialist inpatient services are provided, as well as the usual range of 
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community services” (Uys & Middleton, 2014, p. 70). Uys and Middleton, (2014, p. 70) 
point out that due to shortages of “members of the multidisciplinary team, such as clinical 
psychologists and occupational therapists, this may be the first level at which a team of 
‘specialists’ could be made available for referral”. Dora Nginza and Livingstone hospitals are 
considered to be secondary care level hospitals. At this level, hospitals such as Uitenhage 
Provincial and Dora Nginza may have 72-hour psychiatric observation units. The 72-hour 
psychiatric observation unit’s purpose is to ascertain the cause of the person’s symptoms 
(Masika, 2014). From these units, patients are either discharged with a referral once 
symptoms have attenuated within the 72-hours or transferred to the nearest psychiatric 
hospital for further psychiatric treatment and rehabilitation (Masika, 2014). 72-hour 
psychiatric observation units are supposed to reduce redundant referrals to psychiatric 
hospitals that are often already overcrowded.  
The tertiary care level consists of level two hospitals that provide a range of specialist 
services (Uys & Middleton, 2014). Each regional hospital should have at least an acute 
psychiatric unit that should be able to cope with most of the hospitalisation needs of the 
region. The region may also be fortunate enough to have a rehabilitation centre (Uys & 
Middleton, 2014). In Eastern Cape, Elizabeth Donkin Psychiatric, Fort England and Komani 
hospitals are tertiary level hospitals with acute units. Tower Psychiatric Hospital and 
Rehabilitation Centre and Kirkwood Care Centre, a Life Ezidimeni facility, serve as mental 
health rehabilitation facilities (previously known as long-term facilities) and do not have 
acute psychiatric units. These hospitals may also be considered to be tertiary hospitals. 
According to Uys and Middleton (2014, p. 72), tertiary hospitals “provide the final referral 
service for the whole province, where a wider range of specialities and sub-specialities is 
available.” For instance, forensic psychiatry services are provided as one of the mental health 
care services handled mainly at the tertiary care level (Uys & Middleton, 2014). In the 
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Eastern Cape, Fort England Hospital provides forensic psychiatric services. Despite having 
specialist services in the Eastern Cape, the current services offered do not cover all 
populations equally. Currently, there is a severe lack of childhood and adolescent services in 
Eastern Cape public health care facilities, which lack paediatric or adolescent inpatient wards 
in any of the mental health facilities.    
While in theory, the district health system model should work well, its implementation 
has been impaired by several factors, including the lack of resources and political will to 
prioritise mental health in annual district performance plans (Parliamentary Monitoring 
Group, 2013). At the 2012 National Health Summit, a working group of mental health 
stakeholders was created to respond to some of these concerns and the resolutions passed at 
the summit (Parliamentary Monitoring Group, 2013). According to the Parliamentary 
Monitoring Group (2013), the National Health Summit aimed to prioritise the 
implementation of district-based mental health services as part of primary health care re-
engineering. This was to include, for instance, institutional capacity building, research and 
innovation, as well as dedicated human resources, technology and advocacy for mental health 
at the district level.   
Mental health care in Nelson Mandela Bay Health District. 
Mental health services in Nelson Mandela Bay Health District cover a population of 
approximately 1 to 1.5 million people  (Nelson Mandela Bay Municipality, 2014; Office of 
the Premier, 2014). The majority of those living within the metropolitan district identify as 
African (55 %), while 24 % identify as coloured and 18 % identify as white (Office of the 
Premier, 2014).   
In the district, there are only two inpatient psychiatric hospitals namely Life Hunters 
Craig Hospital and Elizabeth Donkin Psychiatric hospitals. Life Hunters Craig Hospital is 
Port Elizabeth’s only private inpatient mental health hospital (Lopez Gonzalez, 2013). Private 
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hospitals like Life Hunters Craig Hospital require service users to pay for services with 
medical aid or through private financing mechanisms. Those accessing private mental health 
care facilities are forced to turn to public facilities when medical aid runs out or private 
financing mechanisms are not able to cover the costs of private inpatient care. If still acutely 
symptomatic, private mental health care service users are transferred to public facilities 
owing to the free care provided.  
However, only a minority can initially afford private health care while about 84 percent 
of the population in South Africa, or about 42 million people of which approximately 6.7 
million live in Eastern Cape, rely on the public mental health care system (Uys & Middleton, 
2014; van Rensburg, 2012). The private sector health facilities serve approximately 15 
percent of the general population in South Africa (McIntyre, 2010).  
Elizabeth Donkin Psychiatric Hospital is the sole public acute inpatient psychiatric 
hospital in the Nelson Mandela Bay Health District. Unlike the nearby Kirkwood Care Centre 
or Fort Beaufort’s Tower Psychiatric Hospital and Rehabilitation Centre farther afield, 
Elizabeth Donkin Psychiatric Hospital is not considered or designed to be a long-term 
rehabilitation facility. The majority of mental health service users are admitted to Elizabeth 
Donkin Psychiatric Hospital under section 32 of the Mental Health Care Act, 17 of 2002. 
When a person has been admitted under Section 32 of the Mental Health Care Act, 17 of 
2002 it means that patients can be admitted involuntary if there is a high risk of harm to self 
or others whilst being ill.  However, the hospital is regulated by the Mental Health Care Act, 
17 of 2002, and therefore also admits voluntary, assisted mental health care users, and state 
patients. Although, most mentally ill prisoners in the province are treated at Grahamstown’s 
Fort England Hospital, Elizabeth Donkin Psychiatric Hospital also treats prisoners who are 
not treated within correctional facilities. Elizabeth Donkin Psychiatric Hospital also receives 
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patients from western regions in the Eastern Cape, for instance, Graaff-Reinet, Hankey, 
Jansenville and Humansdorp. 
Map 1:  
Psychiatric Hospitals in Eastern Cape Outside of Nelson Mandela Bay Health District Map 
(Google Earth, 2014a) 
 
With many Elizabeth Donkin Psychiatric Hospital patients involuntarily admitted under 
section 32 of the Mental Health Care Act, 17 of 2002, many of the hospital’s patients are 
admitted via a 72-hour observation unit, housed within a secondary level care facility. Two 
hospitals in the Nelson Mandela Bay Health District provide 72-hour observation services. 
The first hospital, Uitenhage Provincial Hospital lies about 42 kilometres north west of 
Elizabeth Donkin Psychiatric Hospital. The second facility Dora Nginza Hospital lies 
approximately 16 km away from Elizabeth Donkin Psychiatric Hospital in Port Elizabeth. 
Both these facilities have 72-hour observation services as the referral hospital for their 
respective towns.  
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Map 2:  
Public Hospitals with Psychiatric Services in Nelson Mandela Bay Health District Map 
(Google Earth, 2014b) 
 
In the Nelson Mandela Bay Health District, there are designated community health 
centres and community clinics that also provide primary level mental health care services to 
the general population. In Port Elizabeth, the Chatty, Epilweni Psychiatric, Korsten 
Psychiatric, Kwazakhele Psychiatric, Motherwell Psychiatric, Provincial Hospital Port 
Elizabeth Psychiatric and West End Psychiatric clinics provide psychiatric services alongside 
hospitals in Port Elizabeth.  
In Uitenhage, Laeticia Bam (Kwanabuthle) Psychiatric, Park Centre Psychiatric, and 
Rosedale Psychiatric clinic are designated psychiatric clinics providing more comprehensive 
mental health care packages and outpatient care.  
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Map 3:  
Community Health Centres with Psychiatric Services in Uitenhage Catchment Area Map 
(Google Earth, 2014c) 
 
Map 4:  
Community Health Centres with Psychiatric Services in Port Elizabeth Catchment Area Map 
(Google Earth, 2014d) 
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Psychological Services 
The following section describes the types of psychological services currently available to 
people with first-episode schizophrenia within the urban public mental health care system. To 
ground this understanding, the section will present an overview of psychological services 
with a demonstrated efficacy or effectiveness in the treatment of first-episode schizophrenia. 
However, it is important first to understand the scope of practice for clinical psychologists 
currently working in South Africa.  
Clinical psychology in South Africa. 
At the time that this research was conducted, psychologist could register under five 
categories with the Health Professions Council of South Africa, these being, clinical, 
counselling, education, industrial and research.  
In South Africa, clinical psychologists are the principal registration category for 
psychologists working within the public mental health care system and comprise the vast 
majority of the 838 psychologists working in the public sector (van Rensburg, 2012). In their 
scope of practice, clinical psychologists assess, diagnose and intervene in people dealing with 
“life challenges, particularly those with developmental and forms of psychological distress 
and/or psychopathology; identifying psychopathology in psychiatric disorder, and 
psychological conditions; applying evidence-based psychological interventions to people 
with psychological, and psychiatric conditions; referring clients to appropriate professionals 
for further assessment and intervention” (Health Professions Council of South Africa, 2011, 
p. 6). This scope of practice also mandated clinical psychologists to advise on the policy 
development and “designing, managing, and evaluating programmes dealing with 
psychological, and psychiatric problems” (Health Professions Council of South Africa, 2011, 
p. 6). Additionally clinical psychologists are allowed to train and supervise other registered 
clinical psychologists, design, manage, implement, report on or supervise psychological 
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research; and provide expert evidence or opinions in forensic settings (Health Professions 
Council of South Africa, 2011).  
The need for psychological services in the public health care system. 
Having standards for services provided to those living with severe psychiatric conditions, 
like schizophrenia, is important in “quality assurance, advocacy and rights protection, 
capacity and management development and dialogue” (Muller & Flisher, 2005, p. 140). 
Muller and Flisher (2005) indicate South Africa has developed standards for the acceptability 
and quality of mental health care services. As part of this, the Department of Health oversaw 
the development of standards of care for those with severe psychiatric conditions that 
provided for “the skillful and appropriate use of other health professionals and technology” 
and the provision of care “which is sensitive to the anxiety and stress that illness can cause 
with concern for the patients and family overall welfare,” (Muller & Flisher, 2005, p. 144). 
According to Muller and Flisher (2005, p. 144), substandards that have been developed 
specify that every patient must receive “optimal bio-psycho-social treatment based on 
comprehensive assessment and accurate diagnosis.” Core service delivery standards also 
outline key roles for clinical psychologists in: screening, assessment and review; treatment, 
care and therapies; and, psychosocial therapeutic rehabilitation (Muller & Flisher, 2005, p. 
148). The development of standards signifies an important step towards a comprehensive 
model of treatment for people with severe psychiatric conditions, however there remains an 
absence of accompanying guidelines for the treatment of schizophrenia, let alone first-
episode schizophrenia (Emsley et al., 2013). Without such guidelines, most mental health 
care professionals rely on international guidelines provided by the World Health Organisation 
or other bodies like the United Kingdom’s National Institute for Clinical Excellence 
(National Institute of Health Care Excellence, 2014). Therefore, the quality of care of mental 
health care services provided is not always assured.  
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Despite the lack of national treatment guidelines for schizophrenia, clinical psychologists 
do provide psychotherapeutic interventions. Clinical psychologists thus provide services such 
as diagnostic, follow-up, psychometric and risk assessments, as well as psychoeducation 
within the public health care system. Early interventions and focuses on recovery and relapse 
prevention remain key to positive prognoses for those experiencing first-episode 
schizophrenia (Spencer, et al., 2001).  
On the 24 and 25 of February 2014, representatives of people living with psychosocial 
disabilities, and mental health service, academics, researchers and funders from Africa as 
well as North America and Europe convened to discuss the mental health challenges in sub-
Saharan Africa as well the implementation of the World Health Organisation’s 
Comprehensive Mental Health Action Plan in African states (Daar et al., 2014, p. 1). The 
Comprehensive Mental Health Action Plan, also known as the Mental Health Gap Action 
Programme, provides health care planners, policy-makers, and donors with “well-defined and 
coherent activities and programmes for scaling up care for mental, neurological and 
substance use disorders” (World Health Organisation, 2008, p. 8). One of the outcomes of 
this meeting between high-level stakeholders was the development of the Declaration on 
mental health in Africa: moving to implementation (Daar et al., 2014, p. 1). The Declaration 
advocates for the inclusion of mental health in the Sustainable Development Goals, which are 
set to replace the Millennium Development Goals, and calls for a the convening of a special 
UN General Assembly High Level Meeting on Mental Health within the next three years to 
prioritise mental health within the international health agenda (Daar et al., 2014, p. 1). The 
Declaration states that African government’s national mental health strategies and plans must 
be “person-centered and holistic, providing psychological and social care as well as 
improving access to biomedical services” (Daar et al., 2014, p. 2). The Declaration further 
states that governments have a “moral and legal obligation to safeguard the human rights of 
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all their citizens, including those who suffer from mental conditions” (Daar et al., 2014, p. 2). 
In safeguarding these human rights, governments must ensure “availability of all essential 
medications and basic services for mental health care for all their citizens” (Daar et al., 2014, 
p. 2).  
To facilitate the scaling up of care, the Mental Health Gap Action Programme outlines 
psychological services that should be accessible to people living with mental, neurological 
and substance disorders (World Health Organisation, 2008). Research conducted by Petersen 
and Lund (2011) has shown that the provision of psychological treatments at the most basic 
community clinic is needed, and this finding has been supported by patient’s increased 
utilisation of these services when they are made available at the community level. The lack of 
health care workers available to provide mental health care services compared to the need 
suggests that a task-shifting approach to psychological services is needed for scaling up the 
provision of psychological services (Petersen & Lund, 2011).  
The following section will present what treatments are available for people with first-
episode schizophrenia. Due to the absence of national guidelines and policies for the 
treatment of schizophrenia spectrum disorders, the section will refer to international 
guidelines and research.  
Treatments for schizophrenia.  
The treatment of schizophrenia has evolved considerably since the psychiatric condition 
was first identified (Frese et al., 2009). There is a stark contrast between the predominant 
thinking of Emil Kraeplin and his 20th century followers who characterised the condition as 
an inevitable deteriorating brain disease, dementia praecox, and recent research and 
evidence-based practice that has demonstrated that interepisode remissions or complete 
recovery is possible in some individuals (Frese et al., 2009; World Health Organisation, 
2004). According to World Health Organisation’s  (2004) ICD-10,  “the course of 
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schizophrenic disorders can be either continuous, or episodic with progressive or stable 
deficit, or there can be one or more episodes with complete or incomplete remission.”  
Over the last six decades, the emergence of first generation antipsychotic drugs, or typical 
antipsychotics and second-generation antipsychotic drugs or atypical antipsychotics, has 
largely improved the medical management of schizophrenia (Frese et al., 2009). According to 
Castle, Copolov and Wykes (2004), the first calming effects of medication, the first 
generation antipsychotic Chlorpromazine were notices in the 1950s and spurred the 
development of other antipsychotic medication (Castle et al., 2004). When used accurately, 
antipsychotics and other psychopharmacological treatments may have profound benefits for 
people with schizophrenia, increasing the probability of a positive prognosis (Frances, 2013).  
Today psychotherapeutic interventions have started to gain service providers’ attention in 
the treatment of schizophrenia. Several people living with schizophrenia have written books 
and journal articles expressing the positive role that talk therapies have played in their 
recoveries and in management of schizophrenia (Anonymous, 2014; Lysaker, Lancaster & 
Lysaker, 2003; Saks, 2007;). However, most of the recent recognition for psychotherapies 
stems from recent randomised control clinical trials that measured the efficiency, 
effectiveness and efficacy of specific modalities. This research has formed evidence-based 
practice that is provided to people with schizophrenia spectrum disorders. A randomised 
controlled clinical trial in the use of brief acceptance and commitment therapy to prevent the 
rehospitalisation of psychotic patients demonstrated that often distressing positive psychotic 
symptoms were less believable in patients that received acceptance and commitment therapy 
(Bach & Hayes, 2002). Out of the 80 inpatient participants that were taught to accept 
unavoidable private events, focus action towards valued goals and defuse from abnormal 
cognition were more likely to report symptoms rather than denying symptoms (Bach & 
Hayes, 2002). Randomised controlled trials on family-based interventions for people with 
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schizophrenia also showed lengthier rates of employment, lower rehospitalisation rates and 
shorter hospital stays among patients receiving family-based interventions as compared to 
those receiving standard treatment (Xiong, Phillips, Hu, Wang, Dai, Kleinman, & Kleinman 
1994). One of the most controversial single-blind randomised controlled trials recently 
conducted looked at cognitive therapy for people with schizophrenia spectrum disorders not 
taking antipsychotic drugs (Morrison et al., 2014). The study aimed to assess whether people 
with schizophrenia spectrum disorder who were not taking antipsychotic medications showed 
a reduction of psychiatric symptoms when treated with cognitive therapy (Morrison, et al., 
2014). Seventy-four people with active schizophrenia symptomatology, rated on the Positive 
and Negative Syndrome Scale, who were not currently on antipsychotics were randomly 
assigned to two groups, only one of which received cognitive therapy. Neither group 
demonstrated an overall exacerbation of symptoms, suggesting that cognitive therapy had 
little or no effects on negative symptoms. However, cognitive therapy had a small to 
moderate effect size of 0.46 (Cohen’s d) on positive symptoms, showing less 
symptomatology on the Positive and Negative Syndrome Scale than the control group.  
Morrison, et al. (2004, p. 7) explain: 
These results are consistent with findings from clinical trials of cognitive therapy for 
psychosis to date. Most trials have shown that severity of psychiatric symptoms can 
be reduced over a moderate timeframe in people taking antipsychotic drugs, with an 
average effect size of 0.46. Our study found a similar effect size in people who had 
chosen not to take such drugs. Although this effect size is small to moderate, the size 
on psychiatric symptoms in our study is similar to the median effect size reported for 
overall symptoms in a large meta-analysis of 15 antipsychotic drugs versus placebo 
(median 0.44). 
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Some psychological therapies have been designed to address specific symptoms, rather 
than all schizophrenia symptoms, and have demonstrated encouraging results, such as 
hallucination-focussed integrative therapy, competitive memory training, compassionate 
mind training for hallucinations and cognitive behavioural therapy for psychosis, which 
targets various positive symptoms of schizophrenia (Thomas et al., 2014). Despite these 
promising results, caution should be taken to prevent over interpretation in randomised 
controlled trials and other studies as more research is needed to identify the specific 
mechanisms or “techniques” within therapeutic modalities involved in producing positive 
outcomes (Thomas et al., 2014). 
However, psychotherapeutic interventions such as cognitive behavioural therapy for 
psychosis, family-based therapy, art therapy, psychodynamic or psychoanalytic therapy and 
cognitive restructuring are now seen as beneficial psychotherapeutic interventions and have 
been integrated within countries’ national guidelines for the treatment and management of 
schizophrenia and other psychotic disorders (Frese, et al., 2009; Morrison, Hutton, Shiers & 
Turkington, 2012; National Institute for Health and Care Excellence, 2014). This is an 
important step in recognising the value of psychotherapies for schizophrenia in the public 
mental health care system. However, while countries, like the United States and United 
Kingdom, are progressing towards the holistic treatment of schizophrenia, South Africa’s 
approach remains largely focussed on biological interventions. This is reflected in the South 
African Standards for Severe Mental Health Disorders that prioritise biological interventions 
and neglects mentioning psychosocial interventions - unlike more progressive standards or 
guidelines like the National Institute for Health Care and Excellence’s Guidelines for 
Psychosis and Schizophrenia (Muller & Flisher, 2005; National Institute for Health Care and 
Excellence, 2014). 
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In a recent public lecture, cognitive therapy founder Professor Aaron Beck, explained that 
historically schizophrenia treatment was traditionally focussed on addressing the positive and 
negative symptomatology of the illness (Beck, 2011). Today, Beck asserts, treatment has 
moved from employing symptom-based goals to goals aimed at patients’ improved 
functioning within their communities (Beck 2011; Rector, Stolar & Grant, 2011). Therefore, 
today there is an emphasis on impairments in social functioning rather than symptomatology.  
A randomised control trial of group cognitive behaviour therapy and group psychoeducation 
in acute patients showed that both interventions improved quality of life significantly 
(Bechdolf, Knost, Nelson, Schneider, Veith, Yung, & Pukrop, 2010). Similarly, a meta-
analysis comparing family therapy and cognitive behavioural therapy for schizophrenia 
likewise indicated that both psychotherapeutic interventions had positive benefits in various 
areas of functioning (Pilling, Bebbington, Kuipers, Garety, Geddes, Orbach, & Morgan, 
2002). This meta-analysis found that family therapy had significant effects on preventing 
relapse, improving medication compliance and reducing re-hospitalisation. The same analysis 
also found that cognitive behavioural therapy showed low dropout rates and higher rates of 
improvements in mental state functioning (Pilling, et al., 2002). Finally, psychotherapeutic 
interventions have also now been designed to address negative symptoms, specifically 
impairments in cognitive performance (McGurk, Twamley, Sitzer, McHugo & Mueser, 
2007). Another meta-analysis demonstrates that cognitive remediation for schizophrenia 
produces moderate improvements in cognitive performance (McGurk et al., 2007). 
Additionally, when cognitive remediation was combined with systematic efforts to improve 
the psychosocial functioning with psychiatric rehabilitation, functional outcomes improved 
significantly. 
In addition to psychotherapy, public service clinical psychologists’ provide input into 
assessment, diagnostics, and treatment strategies (Health Professions Council of South 
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Africa, 2011). This role has been mandated by the Department of Health and is reflected in 
clinical psychologists’ scope of practice (Health Professions Council of South Africa, 2011). 
Accurate assessment and diagnosis in schizophrenia is an integral part of assuring that people 
accessing mental health services receive appropriate treatments (Frances, 2013). Clinical 
psychologists feed into the opinions of the multidisciplinary team in the public system. The 
input of clinical psychologists informs the treatment of inpatients and outpatients accessing 
the public mental health care system. When conducting assessments, clinical psychologists 
utilise their clinical interviews, psychometric assessments (qualitative and quantitative) and 
other relevant information that they may have at their disposal.  
Psychometric assessment with people with schizophrenia has come a long way. 
Psychologists have at their disposal several measures that measure specific domains and 
symptoms. The most commonly used measure across disciplines is the Positive and Negative 
Syndrome Scale that measures positive and negative symptoms for schizophrenia (Kay, 
Flszbein, & Opfer, 1987). The American Psychiatric Association has also promoted a 
symptom severity scale for schizophrenia and other psychotic disorders in the Diagnostic 
Statistical Manual, fifth edition (Ritsner, Mar, Arbitman, & Grinshpoon, 2013). 
Beyond psychotherapy and assessment, clinical psychologists are able to, and most often 
do, play an important part in the public mental health care system. Working within the public 
mental health care system, clinical psychologists provide a range of services that are not 
completely stipulated or elaborated on within the Health Professions Council of South 
Africa’s Regulations for the Scope of Clinical Psychologists. Services not provided for within 
clinical psychologists’ official scope of practice include providing assessments, informing 
referrals to other facilities, and training for other health care staff. Additionally, clinical 
psychologists also have the capacity to inform policy regarding the treatment of people with 
first-episode schizophrenia.  
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Known Barriers to Mental Health Services 
The provision of psychological services for first-episode schizophrenia can be considered 
to be the supply of relevant and accessible psychological services for mental health care 
service users with first-episode schizophrenia. The psychological services provided should be 
effective in addressing the psychological needs of the person with first-episode schizophrenia 
accessing public mental health care services. Access to mental health care services can also 
be evaluated as an indicator to understand the present barriers to provision of services. 
Access to mental health services can be defined as the timely use of mental health services 
based on the needs of the person requiring the services  (Peters, Garg, Bloom, Walker, 
Brieger, & Hafizur Rahman, 2008). 
In exploring the barriers to the provision of psychological services for people with first-
episode schizophrenia in urban public health settings, the following section will provide a 
brief overview of some of the salient barriers identified in literature. The section is divided 
into three parts that focus on different themes that may inhibit the provision of services for 
people with first-episode schizophrenia. The first section focuses on health system barriers to 
the provision of services, or barriers created by the mental health care system or health 
professions that hinder the adequate provision of services. The research then moves to 
discuss cultural factors that need to be taken into consideration. This part of the section 
focuses mainly on stigma and general cultural factors that if not adequately addressed hinder 
access to services. Both health system barriers and cultural factors can be considered to be 
non-disease specific variables that impact access to psychological services among people 
living with schizophrenia. It is important to note that the non-disease specific barriers 
discussed are not exhaustive but rather merely provide a brief overview of the most salient 
barriers identified within the literature. It is also important to bear in mind that many of these 
factors are dimensional and interlinked with one another, and thus cannot be seen in isolation 
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or clearly juxtaposed. The third part of this section focuses on the disease-specific symptoms 
associated with schizophrenia that may complicate the implementation of desired 
psychological services.  
Finally, the list of factors hindering the provision of psychological services in various 
settings for people with schizophrenia is extensive. Therefore, only the most salient disease-
specific barriers to the provision of services that has been discussed in the literature will be 
highlighted. However, it is important to note that this list is not exhaustive and factors may 
vary from individual-to-individual and from setting-to-setting. The section will now discuss 
the health system barriers to the provision of mental health care services.  
Health care system barriers and the mental health care gap. 
Health system barriers are considered to be barriers produced by the mental health care 
system that hinder the quality of care. The World Health Organisation (2006; p. 9 - 10) 
presents a working definition for quality of care that is comprised of six areas: 
1) Effectiveness: Delivering health care that is adherent to an evidence base and 
results in improved health outcomes for individuals and communities, based on 
need; 
2) Efficient: Delivering health care in a manner that maximizes resource use and 
avoids waste; 
3) Accessible: Delivering health care that is timely, geographically reasonable, and 
provided in a setting where skills and resources are appropriate to medical need; 
4) Acceptable/patient-centred: Delivering health care that takes into account the 
preferences and aspirations of individual service users and the cultures of their 
communities;  
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5) Equitable: Delivering health care that does not vary in quality because of patient 
characteristics such as gender, race, ethnicity, geographical location, or socio-
economic status; and 
6) Safe: Delivering health care that minimises risks and harm to service users. 
All six of these areas are interlinked and inevitably have an impact on the quality of care 
provided to the population (World Health Organisation, 2006). Whether a system is able 
provide comprehensive coverage - i.e. a high standard of care with a high quality of care - to 
mental health service users is partly determined by the resources at the system’s disposal. If 
the system does not have the necessary means at its disposal, then quality of care may be 
compromised and this may influence the effectiveness of the services provided. However, it 
is important to note that resources are not the sole determinant of the effectiveness of the 
services provided, as the way in which a health care system organises and structures these 
resources is also important (World Health Organisation, 2006). For instance, one can provide 
effective treatment with a high quality care with relatively low sophistication, and vice versa. 
The following part of this section will now discuss some of the factors that compromise the 
provision of quality psychological services in urban public health settings for people with 
first-episode schizophrenia.   
For a number of years, universal health care coverage – equitable access to basic essential 
treatment for all people – has increasingly become a goal of many health systems around the 
world (The Lancet, 2012). It is important to highlight that globally greater levels of coverage 
are being achieved compared to a decade ago, and broad based health gains are being made in 
the global health sector (The Lancet, 2012). Despite these gains, there is still a wide gap in 
services for people living with mental illness (World Health Organisation, 2008).  The 
Mental Health Gap Action Programme has clearly provided an argument for the need to scale 
up the care of mental health services. The resources that have been allocated to address the 
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global burden of mental, neurological and substance use disorders have been insufficient, 
inequitably distributed, and inefficiently used. There is also a great divide between the 
compromises to the quality of care of services made in urban settings and those made among 
rural communities (World Health Organisation, 2008).  
Gap in leadership and policy  
As previously discussed, the Mental Health Policy Framework and Strategic Plan 2013 – 
2020, Mental Health Care Act 17 of 2002 and other policy documents form part of South 
Africa’s progressive mental health legislation (Burns, 2011). These documents however are 
mostly adopted at a national level and are rarely implemented at provincial and district levels 
(Stein, 2014). For instance, to date, most provinces and districts do not have a well-integrated 
mental health plan that is based on the Mental Health Policy Framework and Strategic Plan 
2013 – 2020. It was also mentioned before that there are no national guidelines for the 
treatment of first-episode schizophrenia. The lack of coherent policies and plans at provincial 
and district levels demonstrates vulnerabilities within the current public mental health care 
system in South Africa (Stein, 2014).  Professional nurses working in the Eastern Cape have 
stressed that they receive limited support from mental health care leadership and mental 
health stakeholders (Strümpher et al., 2014).   In general, mental health care has been 
inadequately prioritised at a provincial level. This lack of prioritisation by leadership has 
weakened the mental health care system and complicated the implementation of policy and 
guidelines that could help bridge the treatment gap in mental health (Strümpher et al., 2014). 
There is an urgent need for this gap in policy and leadership to be bridged in order to improve 
the provision of psychological services.  
Budgetary constraints. 
Budgetary constraints are often the most discussed barriers to the provision of services by 
mental health care system. Burns (2011, p. 104) emphasises that in South Africa despite 
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“progressive mental health legislation, multiple barriers to financing and development of 
mental health services exist.” He explains that this has led to out-dated mental health care 
facilities, staffing shortages, and a failure to advance tertiary level services. He adds that 
despite the de-investment in hospitals, community mental health remains underdeveloped. In 
the Eastern Cape, budget constraints are one of the main barriers to the provision of public 
mental health care services (Strümpher et al., 2014). It has been suggested that these 
budgetary constraints have led to human rights violations within the Eastern Cape public 
mental health care system. Strümpher et al. (2014) explain that people accessing mental 
health care services are “exposed to inhumane and degrading treatment as facilities were 
overcrowded and unhygienic, and there was a lack of clothing and proper bedding”.  
Additionally, it is not only the size of the budget that can compromise the provision of 
services, but the poor distribution and mismanagement of available financial resources can 
also hinder the equitable provision of quality services (Strümpher et al. 2014).  
Human resource constraints.  
Psychiatric public sector staff is predominantly located within hospital settings with 
national percentages indicating that only 25 percent of psychiatric public sector staff work in 
community level care services in South Africa (Lund & Flisher, 2003). Historically, the 
Eastern Cape has one of the worst averages with only three percent of psychiatric public 
sector staff working at the community health care level (Lund & Flisher, 2003). A new 
dilemma has also risen in that a reduction of beds in psychiatric institutions in South Africa 
has not been complemented by the improvement of community level mental health care 
services (Lund et al., 2010). This has caused a quagmire in the current system as psychiatric 
hospitals are loosing resources despite running significantly above optimum bed capacity 
(Janse van Rensburg, 2010; Petersen et al., 2009; Prince, Patel, Saxena, Maj, Maselko, 
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Phillips, & Rahman, 2007). Furthermore, the lack of real investment in primary care has 
therefore not slowed down the need for inpatient care, treatment and rehabilitation.  
Despite being in short supply, clinical psychologists play a central role in the 
implementation of psychological services, at primary, secondary and tertiary care level 
(Government of South Africa, National Department of Health 2013; Pillay & Kramers, 2003; 
van Rensburg, 2012). Data collected from the Health Professions Council of South Africa, 
South African Nursing Council, and South African Pharmacy Council on human resources 
for health in South Africa’s nine provinces illustrates the disparities in the distribution of 
clinical psychologists nationally (van Rensburg, 2012). Gauteng has the country’s best ratio 
of psychologists to patients with one psychologist for every 3,568 people. In contrast, the 
Limpopo Province boasts one psychologist for every 53,328 people. In Eastern Cape, there is 
one psychologist for every 18,777 people (van Rensburg, 2012). These statistics should, 
however, be interpreted with caution due to the date of publication of the statistics and yearly 
fluctuations of registered psychologists. While the number of psychologists has increased by 
125 percent between 1994 and 2010, the disparity of those working in public compared to 
non-public is wide. In 2010, there were a total of 3,508 registered psychologists in South 
Africa, of these, 2,670 worked in non-public sector while only 838 worked in the public 
sector (van Rensburg, 2012).  In fact, psychologists had the largest disparity in the number of 
professionals working in the non-public sector as compared to those working in the public 
sector of any cadre of health professionals. These figures are indicative of misdistribution, 
provincial disparities and the gap between private and public services. According to the 
Parliamentary Monitoring Group (2013), nationally there are “0.28 psychiatrists 0.28 
psychiatrists, 0.32 psychologists, 10.8 psychiatric nurses, 0.40 social workers and 0.13 
occupational therapists per 100 000 population” working in the public health care sector. 
There is an average of one clinical psychologist for every 300,000 people in South Africa 
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(Parliamentary Monitoring Group, 2013).  For example, at some primary health care 
facilities, specialist staffs, like psychologists, only come once a month (Strümpher et al., 
2014).  Shortages in psychologists and other health care professionals influence the way in 
which people relate to the mental health care system. In the absence of receiving quality care, 
or treatment at all, the current state of the mental health care system may lead to mental 
health care service users becoming despondent with the mental health care system. 
Additionally, limited human resources for mental health translate to increased workload for 
those working in the system and the burden of this increases waiting lines for mental health 
care service users (Strümpher et al., 2014).  
Staff – mental health service user alliance.  
High workload contributes negatively to the staff–mental health care service user 
alliance. However, it should be stated that it is not the only contributor to poor therapeutic 
alliances. High levels of staff stress and negative attributions by staff towards problems that 
are seen to be within the person’s control are both correlated with high expressed emotions of 
staff (Berry, Barrowelough, & Haddock, 2011). Expressed emotion is considered to be the 
quality of interaction patterns, level of criticism, hostility, and emotional over-involvement, 
and nature of relationships between caregivers and people living with schizophrenia. High 
levels of expressed emotions are linked to poor recovery and relapse in schizophrenia and 
other psychotic disorders (Amaresha, & Venkatasubramanian, 2012; Gumley, & 
Schwannauer, 2006). A review of literature in expressed emotion in relationships between 
psychiatric staff and people with psychosis found that high staff emotional expression might 
lead to disengagement and challenging behaviour (Berry et al., 2011). Studies have also 
shown that criticism and less positive reinforcements were correlated with poorer quality of 
life for people with schizophrenia (Berry et al., 2011). 
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Availability of “specialized” interventions for schizophrenia.  
Another concern is the availability of clinical psychologists with adequate training in 
evidence-based practice for schizophrenia and first-episode schizophrenia. It is hard to 
determine what level of proficiency in treating and managing first-episode schizophrenia 
exists within the South African public sector due to limited research on the level of training 
among South African clinical psychologists. However, recent research into the effect sizes, 
clinical models and methodological rigor of research into cognitive behaviour therapy for 
psychosis has highlighted specific concerns (Wykes, Steel, Everitt, & Tarrier, 2008). Firstly, 
differences in symptom focus of cognitive therapies for schizophrenia produced varying 
outcomes with most producing moderate results. Despite training being available for these 
interventions in Europe and the United States, there is a lack of service providers that have 
been trained in cognitive behavioural therapy for psychosis/schizophrenia.  The research 
recommended that an expansion of specific training in the clinical model of cognitive 
behavioural therapy is needed to expand the availability of services (Wykes, et al., 2008). In 
South Africa, there is limited specialized training available for psychotherapeutic models for 
the treatment of schizophrenia, specifically cognitive behavioural therapy for psychosis and 
other evidence-based treatments. Training programmes are accessible online, but often 
require in-person-supervision with supervisors that have been trained in the model – a limited 
resource in South Africa. Additionally, training programmes are hidden behind large pay 
walls that are exorbitantly expensive partly owing to the exchange rate. With Wyke et al. 
(2008) statement on the limited amount of trained professionals within countries offering 
training, one can deduce that South Africa has an even smaller number of psychologists that 
have been trained in these models of care. This could be considered to be a major barrier in 
the provision of evidence-based psychotherapeutic interventions for people with first-episode 
schizophrenia in South Africa.  
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Overemphasising a biological model in the public mental health care system.  
It has also been noted in literature that there has been an overemphasis on a biological 
approach in the treatment of schizophrenia (Glick, Sharfstein, & Schwartz, 2011; Read, 
Bentall, & Fosse, 2009). The lack of acknowledgement of social and psychological 
determinants in schizophrenia means that some crucial dimensions of the disorder may be 
neglected (Glick, et al., 2011; World Health Organisation, 2008). This overemphasis on the 
biological approach may have negative implications for the integration of psychological 
services into the schizophrenia treatment.  
Availability of appropriate psychometric measures. 
There are several psychometric assessment measures that are available for the assessment 
of certain domains in schizophrenia. Some psychometric measures, like the Positive and 
Negative Syndrome Scale and the Minnesota Multiphasic Personality Inventory-2, assess the 
severity of symptoms associated with schizophrenia (Ben-Porath, Butcher, & Graham, 1991; 
Peralta, & Cuesta, 1994). Psychometric measures have also been developed with the aim of 
measuring cognitive impairment in schizophrenia, like the Measurement and Treatment 
Research to Improve Cognition in Schizophrenia Functional Assessment Battery (Velligan, 
Fredrick, Mintz, Li, Rubin, Dube, Deshpande, Trivedi, Gautam, Avasthi, Kern, & Marder, 
2013). Since poor insight is a core characteristic of schizophrenia, measures like the Beck 
Cognitive Insight Scale have been used to measure insight in people with schizophrenia 
(Beck, Baruch, Balter, Steer, & Warman, 2004). 
Despite these positive attempts to create valid and reliable measures in the hope of 
shedding more light on the illness, there are still barriers in using psychometric assessments 
with people with schizophrenia. Psychometric measures that have been designed to assess 
specific cognitive domains, like metacognition and social cognition, were not specifically 
designed to measure cognitive components of schizophrenia (Pinkham et al., 2013; Velligan 
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et al. 2013). Therefore, psychometric measures that currently exist need to be normed or 
adapted to accurately measure features associated with schizophrenia (Pinkham et al., 2013; 
Velligan et al. 2013). 
Stigma, schizophrenia and culture.  
Exacerbating the problems in addressing the gap in health care for those living with 
mental disorders are social factors, including on-going stigma and endemic human rights 
violations (World Health Organisation, 2008). 
Cultural conceptualisation has long been considered important in the treatment of 
schizophrenia (Scott, 1974). Cultural understandings and attitudes towards schizophrenia 
often determine how well a person diagnosed with the disorder will be integrated within the 
community (Scott, 1974). Cultural barriers and language barriers between mental health 
service users and health care staff have been recognised as a barrier hindering access to 
services (Fleischhacker et al., 2014). Treatment-failure may also be increased by cultural 
factors (Fleischhacker et al. 2014). Cross-cultural differences in belief systems, spirituality 
and religion, may have an impact on acceptance of diagnosis and adherence to treatment. 
Additionally, cultural belief systems have an influence on the levels of stigma that are 
expressed in relation to mental illness in South Africa (Asmal, Mall, Kritzinger, Chiliza, 
Emsley, & Swartz, 2011). There are also differences in manifestations of stigma in rural and 
urban settings. In rural settings, people are more likely to externalise the causes of 
schizophrenia to malevolent spiritual forces (Botha, Koen, & Niehaus, 2006). In urban areas, 
family members are more likely to attribute the illness to internal factors, such as failure to 
love or incapability to adapt to a competitive environment. More than a third of people with 
schizophrenia in South Africa have been subject to abuse (Botha, Koen, & Niehaus, 2006). 
Pervasive stigma has been shown to be a barrier to recovery (de Wet, Swartz, & Chiliza, 
2014). South African caregivers of people with schizophrenia have attributed the cause to 
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witchcraft, poverty and stress (Brooke-Sumner, Lund, & Petersen, 2014). A person’s cultural 
explanatory framework for the causation of schizophrenia may influence one’s health-
seeking behavior. For instance, someone with an indigenous African belief system may 
access a traditional healer rather than the public mental health care system, thus delaying 
early treatment (Asmal et al., 2011). Furthermore, it is important to note that people with 
anomalous experiences may feel more comfortable seeking help from people or institutions 
that are perceived has being culturally appropriate, as well as understanding and non-
judgmental. Conversely, therapists may neglect the subjective experiences of their patients 
and this may have implications for the patient’s understanding and healing process (Strauss, 
1989). Therapists sometimes disqualify subjective experiences of patients by paying more 
attention to psychological formulation and fitting people’s subjective experiences into 
diagnostic categories that do not accurately represent the person’s experiences (Strauss, 
1989).  
Identified barriers to access and utilisation in the Eastern Cape. 
Similarly, research conducted by Schierenbeck et al. (2013) on the barriers to accessing 
and receiving mental health care in the Eastern Cape highlighted 11 predominant barriers to 
mental health care services. The research indicates barriers that relate to availability, 
acceptability and quality of mental health care services. Among these barriers were the lack 
of community services and preventative care, the absence of facilities and the lack of human 
resources contribute to barriers of availability. Secondly, the research identified limitations in 
the acceptability of services by service users owing to the lack of cross-cultural 
understanding among mental health care service providers. Thirdly, the research noted 
barriers related to quality owing to lack of adequately trained staff and organisational 
capacity (the public health system included in this). The barriers to the right to mental health 
identified in this section highlight some of the broader barriers that may hinder the ability of 
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people living with schizophrenia to sufficiently benefit from psychological services in the 
Nelson Mandela Bay Health District. Strümpher et al. (2014, p. 5) identified barriers that 
hinder people with mental illness from accessing and utilising services: 
1) Socio-economic hardship may add to the challenges by people with mental illness; 
2) Lack of knowledge and insight may reduce the likelihood of the person seeking help 
and correctly managing their condition; 
3) Lack of family support may hinder people living with mental illness from accessing 
services and coping with their condition; 
4) Embedded cultural beliefs and practices may influence the willingness of people with 
mental illness from accessing mental health services; 
5) Stigmatisation may hinder access and utilisation of mental health services. 
Furthermore, the study identified specific barriers within the health care system that have 
a negative impact on access and utilisation of mental health services, they are (Strümpher et 
al., 2014, p. 49): 
1) Inadequate support from stakeholders and from leaders in the mental health sector 
results in deteriorating health care system; 
2) Lack of resources affects the availability and quality of mental health services.  
Schizophrenia-specific symptomatic barriers.  
Research has also identified symptomatic patterns that hinder the accessibility of 
psychological services and contribute to a poorer prognosis for people with first-episode 
schizophrenia. The symptomatic patterns can be categorised into two domains, negative 
symptoms and positive symptoms. The following section will briefly describe the barriers 
created by these symptomatic patterns and highlight how they have a negative impact on the 
provision and accessibility of psychological services.  
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Negative symptoms. 
Negative symptoms like anosognosia and poor insight, and these symptoms’ association 
with low treatment adherence, often contribute to poor treatment outcomes in people with 
schizophrenia (Rüsch & Corrigan, 2002). Additionally, avolition, anhedonia and other 
negative symptoms associated with schizophrenia impact upon the therapeutic alliance in 
psychotherapy (Wittorf et al., 2009). It is important to note that the combination of negative 
symptoms, including poor insight, may impact on the therapist’s appraisal of the therapeutic 
alliance. Therapists rated the therapeutic alliance with people with schizophrenia significantly 
less than what patients rated the therapeutic alliance (Wittorf et al., 2009). What the research 
demonstrates is that negative symptoms and insight impact upon the therapeutic alliance, 
specifically the therapists appraisal of his or her relationship with the patient. People being 
treated for schizophrenia as outpatients who demonstrated poor treatment adherence had 
significantly higher rates of avolition, apathy, alogia and poor insight (Tattan & Creed, 2001). 
Thus existing research indicates that while insight is one of the main predictors of poor 
adherence to treatment programmes, negative symptoms play a significant role in non-
adherence to treatment. 
Insight in schizophrenia.  
Poor insight in people with schizophrenia is a key feature of the disorder and is also 
considered to be one of the main barriers to the therapeutic relationship (Amador & David, 
1998; Amador & Strauss, 1993). When poor insight is present, there is often a lack of 
collaboration and agreement between a person with schizophrenia and the treating 
professional. Poor insight can have dramatic implications for treatment adherence and can 
compromise therapy when addressed. Recent studies have recommended that 
psychotherapeutic interventions should be provided to people with poor insight to have an 
impact on treating other key symptoms of schizophrenia (Lysaker et al., 2011). Poor insight 
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is a complex phenomenon, but can be explained as impairments in metacognition (Lysaker et 
al., 2011).  
One could argue that one of the main symptoms that negatively affect the treatment of 
schizophrenia is poor insight, also known as anosognosia. Treatment failure is considered to 
be the most common reason that people with chronic schizophrenia relapse. Half of people 
receiving treatment for first-episode psychosis discontinue their treatment within six months 
(McEvoy, 1998). McEvoy (1998) has shown that even in supervised, closed-ward inpatient 
settings, that five to 15 percent of people with schizophrenia are non-adherent to treatment 
(McEvoy, 1998). Treatment adherence to injectable long-acting antipsychotic medication, 
which is considered to increase outpatient adherence, is between 73 – 93 %. McEvoy’s 
(1998) study also found that a person’s perceived severity of the illness and the perceived 
benefit of treatment are correlated with treatment adherence. Those with more insight into the 
severity of their illness and who have positive appraisals of the benefits of treatment are more 
likely to adhere to treatment. Half of first-admission involuntary patients, sectioned under the 
Mental Health Care Act 17 of 2002, with schizophrenia refuse treatment. Poor insight is 
positively correlated with treatment failure, non-adherence to treatment and treatment refusal 
(McEvoy, 1998). Approximately 25 percent of people with schizophrenia do not adhere to 
comprehensive treatment programmes that go beyond only providing medication 
management (Nose, Barbui, & Tansella, 2003). 
McEvoy (1998, p. 311) explains, “clinicians almost never see patients with schizophrenia 
who complain of having a terrible illness, or who actively seek treatment for its ravages”.  
Less than 50 percent of people with schizophrenia acknowledge that they have a mental 
illness. Those with poor insight into their mental illness are less likely to be treatment 
adherent – approximately 30 to 50 percent non-adherence rates. Alternatively, insight into 
illness and need for treatment is useful in predicting compliance. People with higher levels of 
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insight were also found to have less contact with mental health care services and were less 
likely to be re-hospitalised (McEvoy, 1999). However, it should be stated that higher levels 
of insight are correlated with higher levels of depression and feelings of demoralisation. 
More insight in psychosis is associated with a positive appraisal of the therapeutic alliance 
(Wittorf et al., 2009). 
Metacognition and social cognition in schizophrenia.  
 Metacognitive deficits have been shown to be present in people before the development 
of first-episode psychosis (Lysaker, Dimaggio & Brüne, 2014; MacBeth, Gumley, 
Schwannauer, Carcione, Fisher, McLeod, & Dimaggio, 2014). Impairments in metacognition 
and social cognition are considered to be a key characteristic of schizophrenia (Lysaker et al., 
2014). Metacognition can be described as one’s ability to understand others’ minds. Social 
cognition is considered to be one’s ability to make accurate inferences about conspecifics 
through encoding, storage, retrieval and the processing of information received about others 
(Lysaker et al., 2014). Impairments in metacognition are positively correlated with poor 
insight and recent research suggests that poor insight is attributed to impairments in 
metacognition. Impairments in metacognitive ability are significantly correlated with greater 
negative symptoms and poorer clinician rated help-seeking behaviour (MacBeth et al. 2014). 
Therefore, impairments in metacognition and social cognition in first-episode schizophrenia 
significantly impair a person’s utilisation of mental health care services. Neurocognitive 
deficits, such as impairments in metacognition and social cognition, negatively influence the 
potential for a positive prognosis and contribute to impairments in social functioning 
(Bartholomeusz, Allott, Killackey, Liu, Wood, & Thompson, 2013). However, studies have 
shown that psychological interventions can improve metacognitive and social cognitive 
deficits (Lee, Redoblado-Hodge, Naismith, Hermens, Porter, & Hickie, 2013; Lysaker, et al., 
2014). 
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Positive symptoms.  
More positive symptoms are predictors of a lower therapeutic alliance and, in contrast, a 
higher therapeutic alliance is associated with less positive symptoms (Wittorf et al., 2009). A 
common myth that is debunked by evidence is that psychosocial rehabilitation can only be 
started once a person’s symptoms have been “stabilised” (Harding & Zahniser, 1994). If staff 
members do hold these attitudes then an opportunity may be missed in the treatment of 
someone with first-episode schizophrenia or psychosis (Harding & Zahniser, 1994). Previous 
sections within this literature review have demonstrated that earlier, phase-specific treatment 
is crucial to achieve the best possible prognosis. Psychotherapeutic interventions may address 
positive or negative symptoms during any stage of the illness, or may focus more on 
acceptance, quality of life, etcetera, depending on the person’s presentation and needs at the 
time.  
Chapter Summary  
The chapter provided an operational definition of first-episode schizophrenia by utilising 
the ICD-10’s definition of schizophrenia. Recognising that diagnostic system, like the ICD-
10, do not include or fully describe all the features associated with schizophrenia, these were 
elaborated on. An epidemiological overview of schizophrenia, including prevalence, 
incidence, mortality, morbidity and burden of the disease was then presented. The 
relationship between schizophrenia, urbanisation and urban environments was described. 
Importantly, the section has presented the current rationale for intervening early in first-
episode schizophrenia.  
The chapter then discussed the current structure of the public mental health care system. 
In doing so, the literature has described the three-tiered system of the public mental health 
care system comprised of the primary, secondary, and tertiary care levels.  The chapter has 
aimed to describe how they function and what services are provided at each of these three 
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levels of care. The section went further to describe the structure of the public health care 
system in Nelson Mandel Bay Health District. In doing so, the various facilities were 
identified that provide various standards and packages of mental health care services in the 
district.   
The chapter then focused on the psychological services provided within the public health 
care system and current psychological interventions that have been proven to assist in the 
treatment of schizophrenia. In doing so, the regulations defining the scope of the profession 
of clinical psychology were outlined and it was argued that clinical psychologists play an 
integral role in the treatment of schizophrenia in the urban public mental health care system. 
This involves direct treatment of schizophrenia and indirect system strengthening through 
advising on policy, providing training or conducting research. Current international “best 
practice” standards for the treatment of schizophrenia were then described. More specifically, 
South African standards for the treatment of those living with severe psychiatric conditions 
where psychologists play a role were highlighted. The chapter provided a brief overview of 
the development of evidence-based psychosocial treatments for first-episode schizophrenia. 
In understanding what could be achieved, it was important to identify some of the barriers 
that are understood to be limiting the provision or accessibility of mental health care services.  
The known barriers to mental health care services in South Africa, and more specifically 
the Eastern Cape, were then presented. The current challenges that create the mental health 
care gap in South Africa were highlighted. Furthermore, specific barriers to the provision, 
accessibility and relevance of services provided in the Eastern Cape were specified. After 
outlining the systemic barriers that hinder the provision of effective care, treatments and 
rehabilitation, the chapter presented some of the most salient intrapersonal and interpersonal 
barriers to the accessibility of psychological services for those with first-episode 
schizophrenia.    
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Chapter 3: Research Design and Methodology 
The following chapter presents the research design and methodology. The chapter will 
outline the study’s interpretive paradigm worldview and the explorative descriptive research 
design used. It then describes the study’s sampling method, participants, interview schedule 
and trustworthiness. The chapter moves to orientate the reader to the interview and data 
analysis procedures before explaining how findings have been interpreted. The chapter 
concludes by outlining the study’s critical assumptions and limitations, as well as the 
dissemination of findings.  
Paradigm Worldview  
There are certain philosophical assumptions in research that comprise a set of beliefs or 
assumptions that guide scientific enquiry (Creswell & Plano Clark, 2007). These sets of 
philosophical assumptions - including beliefs, generalisations and the values of the scientific 
community - are more commonly known as the “paradigm worldview” or “worldview” 
(Creswell et al., 2007, p. 39).  
In its design, this qualitative research study assumed an interpretive worldview by 
utilising an exploratory descriptive methodological approach. The interpretive worldview is 
related to hermeneutics, or the branch of knowledge dealing with interpretation (Boland, 
Newman, & Pentland, 2010; Creswell et al., 2007). Hermeneutics takes its name from the 
Greek god Hermes. Hermes communicated the gods’ wishes to mortals, who were not able to 
understand the gods’ desires without Hermes’ interpretation. Similar to Hermes, the 
interpretive worldview seeks to find meaning in the complex interactions between people in 
their natural settings through systematic analysis. The researcher that assumes an interpretive 
worldview must explore the subjective content of the observed and develop an understanding 
of how the parts contribute to a coherent whole. In the interpretive worldview, the meaning of 
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interactions is assumed to be extremely complex, and one can only gain insight into how the 
parts relate to the whole by a systematic analysis.  
The interpretive worldview is considered to be a pragmatic approach that lends itself well 
to the nature of the study being conducted (Boland et al. 2010; Creswell et al., 2007). Cohen 
and Crabtree (2006) explain that the interpretive approach assumes that there is some level of 
construction where “reality as we know it is constructed intersubjectively through the 
meanings and understandings developed socially and experientially.” Interpretive research 
design assumes researchers cannot separate themselves from the subject under study. 
Essentially, findings are created throughout the research process and emerge through 
conflicting interpretations of the subject being investigated. Findings and interpretations are 
located in a particular context and time.  
The study assumed an exploratory descriptive research design, which is based within an 
interpretive worldview (Creswell, 2012). The design lent itself well to this approach as it 
aimed to explore and describe psychologists’ perceived barriers to the provision of 
psychological services for people with first-episode schizophrenia in urban public health care 
settings.  
Research Design 
As mentioned above the qualitative study utilised an explorative, descriptive and 
interpretive research design. Data was gathered through semi-structured interviews and 
thereafter a thematic analysis was performed. The semi-structured interview questions are in 
Appendix A. Qualitative research afforded several opportunities, including the ability to 
describe the topic being studied and provide details about associated characteristics. (Delport  
et al., 2005). Additionally, exploratory research assisted the researcher in gaining a deeper 
understanding into a largely under researched area. However, whilst relying only on 
qualitative data, both qualitative and quantitative data have pitfalls. Qualitative methods lend 
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themselves less well to statistical scrutiny, while quantitative methods sacrifice some richness 
of the data (Delport et al., 2005).  
Research Methodology 
This section describes the sampling and inclusion criteria used in the study. It then 
outlines the interview schedule used during data collection. It discusses data collection 
procedures, analysis and interpretation, before reviewing the methodology’s trustworthiness.  
Participants and sample. 
The research utilised purposive, non-probability sampling. Data gained from this type of 
sampling has been criticised to be less reliable than those obtained from probability sampling 
(Delport et al., 2005). However, non-probability purposive sampling was helpful in accessing 
an adequate and specific sample due to difficulties in identifying willing participants through 
the Department of Health as information about facility staffing compliments was not 
provided (Delport et al., 2005). The researcher identified initial participants who met 
inclusion criteria through professional contacts in the Nelson Mandela Bay Health District. 
These participants – who were based at primary, secondary and tertiary level health care 
facilities – provided contacts for other areas. All participants included in the study met the 
following inclusion criteria:  
• Participants were currently working and employed within the urban public mental 
health care system in a full-time capacity;    
• Participants were clinical psychologists registered with the Health Professionals 
Council of South Africa and had at least two years of post registration experience; 
and  
• All clinical psychologists interviewed had at least two years’ experience working 
with people with first-episode schizophrenia.  
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Participants were interviewed until data saturation had occurred. Participants were 
individually interviewed. Data saturation occurred once the themes in the data collection 
started to repeat themselves and interviews ceased to generate new predominant themes.   
Biographical information or description of participants.  
The researcher ensured that the participants were able to refuse involvement in the 
research. A total of 11 clinical psychologists currently working in the urban health care 
setting in Nelson Mandela Bay Health District were individually interviewed. Two of the 
initial 13 clinical psychologists approached were not able to take part in the study. The first 
was excluded due to a lack of responsiveness to communications, while the second 
psychologist who was excluded had given birth at the time of data collection. All participants 
interviewed worked in the Uitenhage and/or Port Elizabeth catchment areas. The final sample 
was comprised of three clinical psychologists from a tertiary acute psychiatric Port Elizabeth 
hospital; five clinical psychologists worked in two secondary level health care facilities in 
Port Elizabeth; one clinical psychologist worked in a secondary health care facility in 
Uitenhage; and three clinical psychologists from three primary health care facilities in Port 
Elizabeth’s catchment area. Ultimately, more than a third of the registered clinical 
psychologists currently working in the Nelson Mandela Bay Health District were interviewed 
for this study.  
Eight female clinical psychologists and three male clinical psychologists were 
interviewed. In total, participants had been registered with the Health Professions Council of 
South Africa for 99 years and cumutively had 94 years and six months experience working 
with people living with first-episode schizophrenia. All participants fluently wrote, spoke and 
read English. Four participants considered themselves fluent in Afrikaans, five considered 
their ability as good, one fair and only one person could not communicate in Afrikaans. The 
most significantly under-represented languages relative to the population services were 
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isiXhosa and other traditionally black South African languages. Only three people could 
speak isiXhosa fluently, while one person could only speak isiXhosa fairly but could not read 
or write it, the other eight participants could not read, write or speak isiXhosa. Two of the 
participants could communicate fluently in Setswana, Sesotho, Sepedi and/or isiZulu. All 
participants could speak at least one other language apart from English. 
Data gathering. 
The Faculty Postgraduate Student Committee at Nelson Mandela Metropolitan 
University, the Department of Health and all its associated facilities where data was collected 
consented for the interviews to take place. A template of the letters requesting permission 
from the various facilities and departments of the Department of Health can be found in 
Appendix B. Letters of permission to conduct the study from the Faculty Postgraduate 
Student Committee at Nelson Mandela University, and District and Provincial Departments 
of Health are in Appendix C. Only once the Department of Health had granted permission 
were clinical psychologists contacted via email or telephonically to be research participants. 
Information pertaining to the research study was provided to potential participants as well as 
guidelines about informed consent. The information letter to participants can be found in 
Appendix D. The consent form, statement by the researcher and contact information of the 
researcher can be found in Appendix E. All participants who met inclusion criteria and who 
formed part of the research sample granted informed consent. All participants were assured 
of their anonymity and that confidentiality would be maintained. An interview schedule was 
arranged to best suit each participant and data collection occurred over a two-month period. 
All participants reported being fluent in English, and interviews were conducted in English.  
Interviews took place at venues that were convenient for participants and that provided 
confidentiality and privacy.  
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Semi-structured interviews were used as a method of inquiry to gather the qualitative data 
required to answer the research aim. Interviews consisted of open-ended questions based on 
the literature review and related to the central research question. The interviewing process 
allowed the researcher to ask respondents to elaborate on their responses. Interview questions 
were linked to the identification of psychologists’ perceived barriers that hinder the provision 
of psychological services in urban public health settings for people with first-episode 
schizophrenia. Questions included in the semi-structured interview are included in Appendix 
A.   
This is a trusting uninterrupted style of collecting data that not only provides for the 
constructs being measured, but also gives the participant an opportunity to expand on his or 
her experiences at his or her own discretion. Digital audio recorders were used to record the 
interviews. These recordings were transcribed and a professional transcription company 
independently checked transcriptions before being coded.   
Data analysis.  
The study has utilised computer-assisted thematic data analysis using NVIVO software 
for Macintosh operating systems. NVIVO was designed to assist with qualitative thematic 
data analysis and has theory-building capabilities. The programme was used to code and 
create themes. However, the software’s search capabilities provided basic statistics regarding 
the coded material, which have been lightly incorporated into the study’s results.  
An inductive approach to coding was used for the thematic analysis. Data familiarisation, 
which consisted of reading interview transcripts, was conducted. From this, a list of ideas and 
potential codes was generated.  
The second step was the beginning of the formal data coding process. In this step, each 
interview transcription was thoroughly read for “significant statements” that provide an 
understanding of clinical psychologist’s perceived barriers to the provision of psychological 
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services for people with first-episode schizophrenia in urban public health care settings 
(Creswell, 2012). The significant statements were highlighted in the NVIVO software 
programme and labelled according to what was considered to be the meaning of the 
significant statement. For instance, if the statement spoke about not having psychologists, it 
was labelled “human resource shortages”. In NVIVO, these labels grouped significant 
statements into themes. In NVIVO, these themes – also known as clusters of meaning – are 
called nodes. Themes emerged throughout the process of scanning and labelling significant 
statements. This step is called horizontalisation (Creswell, 2012). Once themes had been 
formed, textual descriptions were constructed. A node in NVIVO was considered to be a 
theme when the clusters of meaning of the significant statements repeated themselves. Nodes 
with references from at least five participants were considered to be a theme. Nodes that 
could not be merged with other nodes and that did not have at least five participants as 
reference were not considered to be a reoccurring theme.  Once themes had been formed, 
textual descriptions were constructed. Textual descriptions were constructed by utilising the 
themes and statements derived from the clustering of meanings. Creswell (2012, p. 61) 
explains that, simultaneous “the statements and themes are also used to write a description of 
the context or setting.” This is called structural description. From the structural and textual 
descriptions, the researcher wrote a description in the findings that presents the essential, 
invariant structure (Creswell, 2012). The focus of the essential, invariant structure is to 
describe participants’ common experiences.  
Additionally, statements about the researcher’s own experiences, and the context and 
situations that have influenced the experience are included below in the methods discussion 
on the reflective appraisal.  
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Feedback of results.  
The results of this research will be disseminated in several ways. Firstly, the researcher 
will comprise a university treatise that will be handed in for partial completion of the MA in 
Clinical Psychology at the Nelson Mandela Metropolitan University, Port Elizabeth. This will 
ensure that the research is accessible to anyone that has access to the university library 
system.  
Secondly, the research report will be sent to the Department of Health. On request, the 
research report will be sent to participants. Polzer (2007) recommends that in “each target 
institution, individuals should be identified who have a stake in the research findings, an 
interest in receiving the findings, and the ability to act on them. These may be high-level 
decision-makers or middle-management/programme officers or field staff, depending on the 
aims of the dissemination strategy.” 
Trustworthiness.  
An important consideration of qualitative research is the study’s trustworthiness. The 
trustworthiness constructs of Lincoln and Guba (1985) were adopted by the study to enhance 
trustworthiness. The importance placed by Lincoln and Guba (1985) on credibility, 
transferability, dependability and confirmability of qualitative research has been 
acknowledged and considerations were made.  
Credibility refers to the extent to which the findings are credible from the perspective of 
the participants (Delport et al., 2005, p. 346). For the research to be credible, participants 
must be accurately identified and described, and the complexities of variables and 
interactions are described in reporting of findings and discussion (Delport et al., 2005). A 
process of persistent observation described by Strümpher et al. (2014, p.48) as “careful 
observation and documentation of each participant and the context in which they” work was 
included in the study. The qualitative methods that are used within the study are well-
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established scientific methods. The sampling, inclusion criteria, methodological design, data 
gathering procedure and data analysis procedure is well documented and accurately identifies 
and describes the subject in the research report. A thick description of the area studied is 
provided so that the research portrays an accurate picture of the context in which the research 
has been commissioned so that the study can be replicated to confirm the results. This thick 
description forms part of the introductory chapter, literature review, methodology, findings as 
well as the discussion.  Thus, the boundaries of the research have been well identified. For 
instance, the scope of the study is described in Chapter 1 under the sub-heading Scope of the 
study. Essentially, the study’s results must be understood within the context of the central 
research question. Furthermore, the circumstance in which the study takes place is described 
in detail in Chapter 2 and a structural description is provided in Chapter 4. There has also 
been a development of an early familiarity with the culture of the Department of Health as 
the researcher currently works within the public mental health care system and was registered 
as an intern Clinical Psychologist with the Health Professionals Council of South Africa at 
the time of conducting the study. Permission for conducting the research was gained from the 
Department of Health and associated facilities. Questions were asked in the open-ended 
questions and leading questions were avoided to prevent leading the participants to certain 
conclusions. The researcher had frequent debriefing sessions with the supervisors of the 
research project, and the project underwent peer scrutiny through the peer review processes 
incorporated into Nelson Mandela Metropolitan University’s research procedure.  
The research has been transparent about the limitations of the study’s transferability. 
According to Delport et al. (2005, p. 346), “the burden of demonstrating the applicability of 
one set of findings to another context rests more with the investigator who would make the 
transfer than with the original investigator.” The study cautions that the circumstances of the 
intended setting where data may be analytically generalised must be comparable to the 
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current study. The responsibility of assessing transferability is therefore placed on whoever 
will use the current study. Those choosing to use the results must consider that no theoretical 
model has been used in the study and, therefore, it is not possible to use theoretical content 
accuracy as an indication of transferability. Indicators of transferability may include the use 
of computer software assisted thematic analysis and the study’s use of multiple participants’ 
data in reporting research findings. The analysis procedure is well described in this chapter. 
The study has utilised a software programme, NVIVO, which offers a standardised platform 
for researchers’ thematic analysis purposes.  The computer-assisted thematic analysis helped 
to identify themes in the data from multiple sources. Each sub-theme had to have at least one 
reference sourced from five different participants. Therefore, ensuring that the themes and 
sub-themes were representative of the described population. The study also ensured that data 
saturation occurred, meaning, “interviews ended when no new information was obtained and 
redundancy was achieved” (Strümpher, et al. 2014, p. 48). Furthermore, in the reporting of 
findings, multiple quotes were used to demonstrate that multiple sources were used in the 
development of themes.  
Confirmability is the extent to which others can corroborate or confirm the findings of the 
study (Delport, et al. 2005).  According to Delport et al. (2005, p. 347), evaluation is removed 
“from some inherent characteristic of the researcher (objectivity) and places it squarely on the 
data themselves.” Firstly, it is important to note that the study did not use a multiple coding 
system. According to Barbour (2001), “it can be useful to have another person cast an eye 
over segments of data or emergent coding frameworks, and this is a core activity of 
supervision sessions and research team meetings” Barbour (2001) cautions against multiple 
coding of entire datasets. Studies have demonstrated that there are substantial differences in 
ways that different researchers package coding frameworks (Armstrong, Gosling, Weinman, 
& Marteau, 1997). Barbour (2001) clarifies that what is more important in qualitative 
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research is the critical process of supervision embedded in this study, as the supervision 
assisted in furnishing “alternative interpretations” and alerted the researcher to potential 
competing explanations. According to Barbour (2001), “such exercises encourage 
thoroughness, both in interrogating the data at hand and in providing an account of how an 
analysis was developed.” Presenting a logical progression in the report and explicitly stating 
the procedure of the study ensured confirmability. Literature control method was used in two 
ways to demonstrate confirmability of the findings. Firstly, the researcher actively searched 
for and described instances in recent previous research that contradict observations that have 
been made. This process is portrayed in the use of literature in the findings and discussion 
that demonstrates contradictory evidence.  Secondly, the researcher used previous studies 
with similar circumstances to identify whether the previous findings were congruent to the 
study’s findings. The study also included checks where the participants had the opportunity 
to comment on the information gathered at the end of each interview and were offered the 
opportunity to read interview transcripts.  
Dependability is the extent to which the researcher has accounted for the changing 
context within which the study occurred (Delport, et al. 2005). The chapters of the study have 
described where possible changes have occurred in the current public mental health care 
system, specifically in Chapter 3. The methodology was also designed to limit the potential 
changes that may occur over time. For instance, the research study is cross-sectional and the 
window of data collection was a month. It is important to acknowledge that the report 
describes a certain time period, and that circumstances may change due to multiple external 
variables. For instance, changes in national, provincial and district policies and strategy, 
budgetary allocation, leadership and staff turnover all fluctuate. Nevertheless, the 
methodology has been well described in this chapter to allow for the replication of the study 
in other settings and, as mentioned, the questions used can be found in Appendix A. 
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However, due to some of the factors mentioned above, using the same methods may not yield 
the same results.  
Chapter Summary  
The chapter has presented a synopsis of the study’s research design and methodology. 
The chapter has described the interpretive paradigm worldview and the explorative 
descriptive research design that has been utilised in the study. The research methodology has 
been discussed and has described the participants and sampling methods, interview protocol 
and the trustworthiness of the qualitative methodology that has been utilised. The chapter 
then described the interview procedure, the data analysis procedure and how the 
interpretation of results. Lastly, the critical assumptions and limitations of the study and the 
feeding back of results were discussed. The chapter that follows will present the findings and 
discussion of the research study.    
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Chapter 4: Findings and Discussion 
Thus far, the research has reviewed the background, literature review and methodology 
behind the study, which sought to answer the central research question: What are the 
perceptions of clinical psychologists regarding the barriers to the provision of psychological 
services to people with first-episode schizophrenia in urban public health settings? This 
chapter presents the study’s findings.  As outlined in Chapter 3, qualitative data were 
gathered by utilising semi-structured interviews. Interview questions can be found in 
Appendix A. A computer-assisted qualitative thematic analysis of the collected data was 
conducted using NVIVO software. The findings found from this process will be presented in 
the form of discussion about the main themes and sub-themes. External research sources 
based on the literature review have been used where possible to triangulate main themes. This 
is to ensure that the findings are congruent with current research and it increases the 
trustworthiness and credibility of the findings. It is again important to caution that findings 
may not be generalisable outside of the specific context in which they were gathered as the 
barriers may vary according to a range of internal and external contextual variables. The 
chapter will begin by presenting a structural description of the research environment.  
Structural Description 
The structural description presents the context in which the participants worked at the 
time of conducting the study. As previously stated, all participants were clinical 
psychologists working for the Eastern Cape Department of Health. Clinical psychologists had 
experience in primary, secondary and/or tertiary public health care levels in urban settings in 
the Nelson Mandela Bay Health District. The Nelson Mandela Bay Health District consists of 
both urban and peri-urban communities. Patients accessing services in the Nelson Mandela 
Bay Health District may come from other areas of the Eastern Cape, including rural settings. 
Clinical psychologists interviewed as part of the study were either based within psychiatric 
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units that focussed specifically on psychiatric disorders or were integrated within general 
health services where their duties may extend to health psychology. South African policy and 
legislation frames the context in which psychologists work, such as the South African 
Constitution and the Mental Health Policy Framework and Strategic Plan 2013 – 2020. 
Whilst the Mental Health Care Act, 17 of 2002 is relatively well implemented, the Mental 
Health Policy Framework and Strategic Plan 2013 – 2014 is yet to be broadly implemented.  
The public mental health care system in South Africa is considered to be predominantly 
biomedical in its approach to psychiatric disorders, despite national policy emphasising 
collaborative models of care. This has an impact on what type of resources are provided for 
various departments. Until recently, psychology has been viewed as being largely under-
resourced. Most facilities where clinical psychologists currently work have long waiting lists 
and are running overcapacity. It is clear from the study that the urban public mental health 
care system in the Nelson Mandela Bay Health District is under considerable strain. The 
findings discuss the perceived barriers to the provision of services for people with first-
episode schizophrenia experienced by clinical psychologists working in this abovementioned 
context.       
Overview of Major Themes 
The findings of the thematic analysis of the interview transcriptions can be broken down 
into three broad or main themes: 1) contextual barriers to accessing or utilising psychological 
services, 2) system-related barriers to the provision psychological services, and 3) first-
episode schizophrenia-related limitations.  This in turn allowed for the identification of a 
number of sub-themes linked to each main theme. The table below illustrates the various 
main themes and the sub-themes that are associated with each of these. 
 
 
	   81	  
Table 1  
Themes Relating to Psychologist’s Perceived Barriers to the Provision of Psychological 
Services for People with First-Episode Schizophrenia Table  
Themes Sub-themes 
Theme 1: Contextual barriers  Sub-theme 1:  Socio-economic deprivation;  
Sub-theme 2:  Cultural attributions and meanings;  
Sub-theme 3:  Stigma.  
Theme 2: Health care 
system-related barriers 
Sub-theme 1:  Inadequate mental health care system capacity;  
Sub-theme 2:  Budgetary constraints; 
Sub-theme 3:  Human resource limitations; 
Sub-theme 4:  Absent standards and guidelines; 
Sub-theme 5:  Continuity of care and referral issues;  
Sub-theme 6:  Ineffectual internal communication;  
Sub-theme 7:  Insufficient community awareness raising and 
engagement; 
Sub-theme 8:  Lack of leadership and management;  
Sub-theme 9:  Poor accountability;  
Sub-theme 10: Policy and strategy vacuum; 
Sub-theme 11: Psychology’s identity and the biomedical 
approach;  
Sub-theme 12: Problems with positioning of psychological 
services. 
Theme 3: First-episode 
schizophrenia syndrome-
related barriers 
Sub-theme 1:  Types of psychological services;  
Sub-theme 2:  Phase of intervention;  
Sub-theme 3:  Positive and negative symptoms.  
Emerging from the thematic analysis it was determined that participants were unanimous 
in reporting that psychologists have an integral part to play in the treatment and management 
of first-episode schizophrenia in urban public health care systems. Despite recognising this, 
the majority of participants in the study shared the view that psychology was not being fully 
utilised in the treatment and management of first-episode schizophrenia. The only real 
opposition to this statement came from one participant who thought that psychologists had 
	   82	  
been well integrated into the multi-disciplinary team and were being fully utilised in the 
treatment and management of first-episode schizophrenia at Dora Nginza Hospital’s 72-hour 
observation unit.  
Theme 1: Contextual barriers to access and utilisation of services provided.  
Contextual factors that created barriers to access and utilisation of psychological services 
provided for people with first-episode schizophrenia formed one of the main themes that 
emerged. This theme was created as its sub-themes related to the contextual barriers to access 
and utilisation of services rather than barriers to the actual provision of services. However, 
they have been included in the findings of the study because they are seen as being 
significant contextual factors. Broadly, the sub-themes were socio-economic deprivation, 
cultural attributions and meanings, and stigma.  Participants viewed these factors as having a 
negative impact on treatment by delaying access to treatment and, once treatment had been 
sought, interfering with treatment adherence. Interestingly, the mere fact that these factors 
have a negative influence on treatment suggests that they have not been adequately planned 
for in the design of services offered or, if they have been planned for, are not adequately 
supported in terms of resources and leadership.  
Sub-theme 1: Socio-economic deprivation.  
The most common contextual factor that hindered access to psychological services was 
socio-economic status. A number of people accessing the public mental health care system 
come from low-resource settings where unemployment and the lack of gainful employment 
are high. Often mental health service users may have very serious financial constraints that 
negatively impact on their ability to meet basic needs. It was frequently noted that one of the 
main barriers to accessing services was not having the financial or logistical means to come 
to appointments or to sustain regular appointments. Participant 3 provided context,  
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Our patients don’t have the financial resources to keep coming back to hospital. 
Sometimes they don’t even have money for food to be able to stick with their 
medication and to make sure that they come back for psychological management. 
Finance plays a big role and it is a barrier to providing these psychological 
services.  
Participant 10 complimented this statement by further describing the following,  
I would say two things that I can think of at the moment. One, sometimes our 
patients don’t have money, you know? Finance is a big thing. Even if here in the 
public sector our services are for free, but we are unable to provide transport 
services for these patients to come back on a weekly basis. Especially for 
someone who requires psychological services, because most of these patients 
initially when they present for the first time for an episode of schizophrenia, we 
need to see them on a weekly basis. So, our patients don’t have the financial 
resources to keep coming back to hospital.  
 Transportation to and from facilities was seen as a massive barrier to access owing to the 
lack of private transportation or the financial means to pay for public transportation. 
Participant 9 highlights, “these people can’t come [to the clinic] because they don’t have taxi 
fare to get there”. These findings are consistent with Schierenbeck et al. (2013, p. 114) whose 
research states that patients lack private transport and may not have affordable public 
transport, forcing them to “walk or hike to health service facilities if they want care”. The 
Schierenbeck et al. (2013, p. 114) study continues, “thus, lack of transport might be a reason 
for patients not to access health care at all”. Nevertheless, the study does not specifically 
identify socio-economic deprivation as a barrier to accessing mental health services in 
Eastern Cape. However, Strümpher et al. (2014) found that economic and social hardships 
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were a barrier to accessing services. The study found that patients may struggle to pay for 
medication at private facilities when there are public drug stock outs or may struggle to 
afford transport to and from clinics. Additionally, other studies on health in South Africa and 
other low resources settings show that there is a link between socio-economic deprivation and 
having less access to healthcare services (Harris, Goudge, Ataguba, McIntyre, Nxumalo, 
Jikwana & Chersich, 2011; Saxena, Thornicroft, Knapp & Whiteford, 2007).  
Mental health service users who have recently fallen ill may not be functioning at a level 
where they are able to go back to work but also may not meet the criteria to receive a 
disability grant. Participant 10 stated, “[for] most of our patients it is not even enough to just 
see a doctor and a psychologist, they need to go to a social worker. Sometimes they are being 
abused at home, they don’t have a grant at home.”  
Furthermore, those accessing psychological services were often middle or working class 
people who did not have the financial fluidity or time to sustain the duration and the 
frequency of psychological appointments. This placed constraints on the types of 
interventions that clinical psychologists were able to provide for mental health service users, 
as clinical psychologists had to consider these factors in their planning of services provided. 
Therefore, clinical psychologists struggled to provide the types of traditional interventions 
that they would have liked to if clinical psychologists were not able to be flexible in the 
duration of time allowed for psychological interventions.  
Considering the socio-economic factors that both constrained and hindered access to 
services, what participants also mentioned is that psychological services are often 
inconvenient for patients who come from socio-economically deprived or low socio-
economic contexts. Those with first-episode schizophrenia who could benefit from 
psychological intervention are often unable to access services owing to the time of day and 
the day of the week that they are delivered. Generally speaking, clinical psychologists only 
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work during weekdays from approximately 7:30 a.m. to 4:00 p.m. Psychological 
interventions by clinical psychologists are provided at times when people are generally 
working. Participants highlighted that when someone had to prioritise either going to a 
psychology appointment or making money, it was most likely that if they were struggling and 
did not have financial fluidity then they would prioritise making money over attending an 
appointment. Participant 1 explained the dilemma,  
People will come after work. But if you are confronted by work versus speaking 
about how you feel and taking your medication, you are going to choose your 
work. So, there are choices. They don’t have that luxury of choosing their own 
health over finance or income.  
If services were provided after working hours or on weekends then it was suggested that 
treatment adherence or access to treatment might improve.   
Sub-theme 2: Cultural attributions and meanings. 
Culture was also seen as a factor that may have an impact on accessing and further 
utilisation of psychological services.  Mental health care service users and their families may 
resort to a cultural point of reference to understand what is happening during first-episode 
schizophrenia.  These explanatory frameworks, or attributions, are sometimes built on 
traditional cultural beliefs. For instance, someone who held traditional Xhosa beliefs may 
interpret first-episode schizophrenia as “amafufenyana.” Someone who is a charismatic 
Christian may interpret first-episode schizophrenia as demon possession. These initial beliefs 
about first-episode schizophrenia may increase the potential that the person may first access 
traditional or faith-based healers before accessing psychological services. The participants of 
the study described that traditional and complementary health systems were often the first 
point where the patient will sought treatment outside of the immediate family structure. 
Previous research has demonstrated similar finding (Strümpher, et al. 2014; Schierenbeck, et 
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al. 2013). For instance, the study describes how mental health care professionals believed that 
“people with mental illness would often only seek help from a Western medical setting (such 
as a clinic) if the culturally preferred treatment failed to relieve their symptoms” (Strümpher, 
et al. 2014, p. 52). Currently, traditional and faith-based healers work in a parallel system to 
psychological services, as there is no interaction between traditional and complementary 
health systems and the urban public mental health care system.  This health-seeking 
behaviour may often prolong the period of delayed untreated psychosis and may also 
contribute to non-adherence to treatment as patients may well prioritise traditional and 
complementary health pathways over traditional psychological interventions. The study by 
Schierenbeck et al. (2013) has previously described that patients may first access traditional 
or complementary health systems before accessing the public mental health care system, thus, 
delaying access to public mental health treatments. Participant 10 explained,  
Our cultural or traditional beliefs play a role in terms of forming barriers to 
psychological services. As you know, a lot of our patients have their cultural or 
traditional beliefs. Sometimes it is not easy to accept what is going on here or 
that picture that is presenting here is a psychiatric one or there is a psychological 
problem as well. We are inclined to believe that there is someone bewitching me 
or there is something going on here, people are using muthi against me, “I need 
to see a traditional healer. No, this cannot be, no this cannot just be medication 
wise that is needed here.” So, you find that a lot of those beliefs hinder the 
treatment journey for these patients. These patients can keep coming to the 
hospital to be given medication. We can meet them and offer follow-up services 
and continue therapy, but as soon as they go out of our doors we cannot control 
what goes on. They default on medication, they default from coming back to 
therapy and they go and seek traditional help hoping that that will be what sorts 
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it out. So, I think that our cultural and traditional beliefs often form a barrier to 
providing psychological services for people with first-episode. 
Sub-theme 3: Stigma. 
Stigma was viewed as a barrier to accessing psychological services for first-episode 
schizophrenia. For instance, Participant 4 expressed, “stigma around mental health just 
society’s general stigma I feel is a barrier to the services for patients with schizophrenia.” 
Marais and Petersen (2015) points out that the national Mental Health Policy Framework and 
Strategic Plan 2013 – 2020 does not provide guidance for provinces and districts on how 
stigma should be addressed. According to Strümpher et al. (2014, p. 53), stigma is one of the 
main barriers to accessing mental health services and explains that people with mental illness 
may be “discriminated against by members of their family, the community, and health care 
professionals.” The study by Andersson et al. (2013) similarly suggests that young people 
with depression in Eastern Cape delay accessing health care services due of stigma. 
Participants in the study identified that stigma had an isolating effect. In “local 
communities”, schizophrenia is not well understood and therefore, people with schizophrenia 
are sometimes labelled as being “mad”, “bewitched” or “possessed”.  The Schierenbeck et al. 
(2013, p. 115) study demonstrates similar results, stating:  
Another barrier of concern for the respondents is the stigmatisation of people 
with mental disabilities by their family, friends, and society. Here the respondents 
distinguished between different ethnic communities in South African society. 
They considered prejudices toward people with mental disabilities especially 
present in the Xhosa and the coloured communities. However, people within the 
white community also suffer from stigmatisation due to mental disability. Such 
stigma discourages people from seeking care for mental-health-related problems.  
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The current study has shown very similar findings to those of the Schierenbeck et al. 
(2013) study. For example, Participant 8 stated, “if you look at the family structure and if you 
just look at mental illness, there’s a lot of misperceptions from the family’s side.” 
Participants also described that families of individuals with first-episode schizophrenia 
sometimes marginalised them because of the stigma that is attached to schizophrenia. 
Participant 4 described what sometimes happened to people living with first-episode 
schizophrenia,  
They are scared of people like that within the community so instead of wanting to 
help the patient or bringing them to the clinic they just oust them. Then that 
patient lands up being on the street and you know spiralling down.  
Even the health care system and psychology are not free from this dynamic. In some 
clinics, participants described the existence of separate entrances and waiting rooms for 
people living with mental illness and those sections of facilities were labelled as “mal” 
clinics, “mal” being a derogatory word for a mental health clinic used by community 
members. According to Strümpher et al. (2014, p. 53), it was perceived that health care 
professionals objectify people by often categorising patients as “mental health care user[s].” 
Services offered by psychologists were sometimes misperceived as only being for severely 
mentally ill. Therefore, people tended to avoid accessing these services when they were not 
floridly symptomatic. This level of stigma or discrimination of people living with first-
episode schizophrenia had an impact on the utilisation of psychological services. For 
instance, participants pointed out that patients avoided accessing services because they did 
not want to be labelled as being mentally ill, and they may also have defaulted on treatment 
due to wanting to feel “normal”. This non-adherence was a potentially symbolic response to 
the isolation that was created by the stigmatisation of patients by their social networks and 
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community. However, it is also important to note that the level of stigma was said to vary 
from community to community and some clinics received less reports of stigma than others.  
All of these contextual factors must be taken into account when planning psychological 
services in the future. If they are unaddressed, they will continue to have a negative impact 
on people accessing and utilising services, despite the availability of psychological services 
for people with first-episode schizophrenia.  
Theme 2: Health care system related barriers to the provision of psychological 
services. 
The following section describes the health care system related barriers to the provision of 
psychological services. They are considered to be barriers that stem from the current public 
mental health care system – in literature they are often referred to as structural barriers to the 
provision of services. These barriers occur within the broader public health landscape and are 
also influenced by the contextual barriers to people accessing and utilising psychological 
services.     
Sub-theme 1: Inadequate mental health care system capacity.   
This sub-theme emerged from general statements that portrayed a deficient capacity by 
the public mental health care system to address the current needs of the population that it 
services. Participants in the research described what could be considered to be an 
overwhelmed urban public mental health care system with severe resource shortages. This 
finding has been acknowledged by the National Department of Health and is mentioned 
relatively frequently in research (Government of South Africa, Department of Health, 2013; 
Jack, et al. 2014; Burns, 2014). Schierenbeck et al. (2013, p. 119), emphasises that “lack of 
organisational capacity is identified as a barrier to the enjoyment of the right to health”. The 
general view of those interviewed was that the psychological services least provided for are 
those for children, as well as for people with personality and substance use disorders. More 
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specifically with regards to people with first-episode schizophrenia, Participant 7 reflected on 
the availability of psychological services,  
I feel that sometimes with schizophrenia they are sort of a neglected group, 
because they just get your medication, take your medication and then just carry 
on.  I just think they are neglected.  I think we can do a bit more.  
Added to this list, there are shortages of psychometrics, as well as deficits in the provision 
of psychotherapy and community-based interventions - specifically family interventions and 
preventative work. These shortages were all considered to hinder provision of psychological 
services for people with first-episode schizophrenia.  
There was also a lack of available beds at any one time in secondary and tertiary 
psychiatric units and hospitals, and waiting times at the majority of mental health care 
facilities are overwhelming for staff and patients. Participant 6 portrayed an overloaded 
system,  
There are no beds available, so patients either get turned away or get managed in 
casualty. It was about a month… three weeks ago, that our 72- hour unit at Dora 
was full and there were 19 patients waiting in casualty for beds in the 72-hour.  
It is hard to implement good national policy and provide services if the capacity of the 
system cannot handle the load, Participant 6 continued,  
It doesn’t become a 72-hour unit. It becomes a 142- hour, a 144-hour unit, which 
is also illegal, you know? Now we’re talking about gross violation over the 
patients’ rights because they’re not allowing the patients to leave casualty, we’re 
not allowing the patients to sign a refusal of possible treatment in casualty 
because… well, okay, we’re trying to section them under the Mental Health Care 
Act, but under the Mental Health Care Act, they also need to be kept in the 72- 
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hour observation unit, which they are not being kept in because the unit’s full. 
Then what happens is, is now you’re also exposing other patients.  
This issue was also felt at other facilities, Participant 3 explains that at Elizabeth Donkin 
Psychiatric Hospital, many patients with first-episode schizophrenia were not sent to the pre-
discharge ward, often because the ward being full:  
The first time, you are supposed to have sent the patient to Ward F. Why hasn’t 
this patient been to Ward F? So, I think in theory, it’s supposed to happen but the 
reality of it doesn’t and we utilise a lot of excuses in terms of the beds and the 
overcrowding, but I feel by not doing that we actually do more damage. 
Participant 9 opined, “I don’t think we’ll be able to treat everybody and give them the best 
psychotherapy that they should be given, because there’s not enough of us… The case 
number is too big. This is a big problem.” Participant 7 said,  
You are getting referrals from everywhere. From your sisters that see patients, 
you’re getting from primary health care; you are getting them from other 
services, from the social workers, from the schools. You are getting them from 
anywhere and everywhere, the referrals.  
Participants described using a type of triage system where they prioritised their efforts to 
where they thought they could make the most impact. Participant 9 explained,  
I mean if I have 10 people on a waiting list and I’m thinking most of them are 
depression or something and then I see someone with a psychotic disorder. I 
know it’s going to take more time to make any dent to do anything with this 
person [with a disorder on the schizophrenia-spectrum]. You might as well take 
the other 10 off the waiting list, they will probably respond better to 
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psychological treatment. There are not enough of us here. The waiting list is 
long.  
This means that the quality of services offered was not equally distributed among those 
accessing services. Strümpher et al. (2014), previously found that the “lack of resources 
affects the availability and quality of mental health services in the Eastern Cape Province.” 
The participants in the current study perceived that overcrowding, lack of beds and long 
waiting times caused service users to become frustrated and fatigued by the system. This 
frustration and fatigue also contributed to treatment failure and lower service utilisation. 
Participants perceived that conditions of overcrowding, the lack of beds at some facilities and 
sometimes being kept in the observation wards for longer than 72 hours at the secondary 
level care facilities contributed to negative perceptions about the public mental health care 
system. According to Strümpher et al. (2014), the general absence of resources consequently 
compromised people’s human rights, exposing people to “inhumane and degrading treatment 
as facilities were overcrowded and unhygienic, and there was a lack of clothing and proper 
bedding.” Participants considered that these experiences might contribute to people being 
scared of coming back once they have been discharged. One participant explained that people 
who had been discharged were generally afraid of being readmitted if they access mental 
health care services. These negative perceptions caused by a lack of health care system 
capacity obviously hindered the provision and utilisation of psychological services.  
Despite these constraints, Participant 7 described patients’ willingness to access services:  
I think I see it by the willingness of people to actually come to appointments.  On 
the one instance, yes we can refer them. The other thing I think that is important 
is the actual willingness of people who want to come and talk to somebody.  
Many times you will find, or I will find here like a lot of patients. My door is open 
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and people will just pop in there.  They are not even patients of the psychiatric 
section, they will just come pop in for a few minutes for some kind of advice or, 
you know, you just give them advice of where to go, whatever the case may be.  
Sub-theme 2: Budgetary constraints.  
Issues related to budget allocation emerged as a sub-theme. Participants viewed general 
budgetary and resource constraints as a barrier to the provision of psychological services. 
This is consistent with findings indicating that there are issues related to insufficient budget 
allocation and misdistribution of budget that act as a barrier to mental health care services 
(Government of South Africa, Department of Health, 2013; Jack, et al. 2014; Burns, 2014; 
Burns, 2011; Schierenbeck, et al. 2013; Strümpher, et al. 2014; Marais and Petersen, 2015). 
Marais and Petersen (2015, p. 13) explain that insufficient funding is partly “because mental 
health shares a budget pool with other health programmes.” Thus, departments need to 
compete for the budget. The study also suggested that there was a problem in provincial 
mental health budgeting processes that arose from planning not being based on annual 
activity-based budgeting (Marais and Petersen, 2015).  Participant 4 stated, “There is a lack 
of funding”. However, Participants 2 and 10 clarified that it is not only the lack of funding 
that was a barrier, but also that there may be elements of mismanagement of budgets and 
inadequate budgetary planning. They explained that this unplanned approach has an impact 
on services. For instance, the purchasing of psychometric material had been delayed owing to 
unplanned changes in budget. Participant 2 explained,  
Budgetary issues are always an issue. It is like, okay, now we are going to do 
this, like for example psychological tests. You motivate for two or three years. 
You push the system and it is working … you then get to the point [where the 
department says], ‘no…we need money for this [something other than 
psychological services]’  … ‘We need money for this crises over here … okay, 
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just take that money and put it there.’ Didn’t you freaking plan for these things? 
So, I think money and the management of the budget, is parallel to the managing 
of a system of maturing delivery. It seems to be chaotic to me.  
Most participants also perceived budgetary constraints as one of the main reasons why the 
Department of Health did not employ more psychologists. Participant 4 described that there 
was “a lack of funding. So, obviously there is a lack of funding to employ enough 
psychologists.”  
Participant 10 described how insufficient budgets had an impact on psychologists’ 
abilities to provide services for people with first-episode schizophrenia,  
Well, it does have an impact on our services overall. Especially when it comes to 
using test materials to either… if you speak about adults, when we work with 
adults, sometimes you want to not only use the DSM as the criteria to diagnose 
and offer treatment in terms of a treatment approach or a therapeutic model. 
Sometimes we want to learn a bit more about personality. We don’t have tests to 
test these personalities and then to have more knowledge on offering a certain 
therapeutic approach and all of that... also in terms of neurological tests. 
Sometimes we are dealing with demented patients or we are dealing with head 
injuries all of those things, there are many cases in which we are confronted with 
the need to test and that is where the shortages are most prominent. 
This lack of financial resources was perceived as having a direct impact on the capacity to 
scale-up psychological services to people with first-episode schizophrenia.  
Sub-theme 3: Human resource limitations.  
As is often common in organisational environments, reoccurring themes related to human 
resources  (or the lack thereof) were frequently regarded as barriers to the provision of 
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psychological services. Utilising NVIVO for Macintosh, there were 60 references from nine 
participants who perceived that human resource limitations were one of the main barriers to 
the provision of services. Strümpher et al. (2014) demonstrates similar findings, suggesting 
that there were shortages in psychologists working at primary level care. Studies in North 
West Province of South Africa suggest that the shortage of human resources may make it 
hard to implement national mental health policy (Marais & Petersen, 2015). This was the 
most referenced theme throughout the study.  Participant 10 raised this concern, “in terms of 
the human resources, there is a shortage”. Participant 9 complimented this statement, “Look, 
there’s not enough psychologists. So in a sense I mean [services are] spread very thin but 
also, I think a lot more can be done by employing psychologists now”. 
The majority of participants believed that there were shortages of clinical psychologists 
currently working within the urban public mental health care system and that these shortages 
have a significant impact on psychology’s ability to address the current need. Literature has 
also raised shortages of human resources as a barrier to the provision of psychological 
services (Schierenbeck, et al. 2013; Burns, 2011). Participant 8’s statement concurred  
I think that it is firstly the lack of resources in terms of your [psychometric] tests 
and in terms of your staff because if you can just look at them, the caseload of a 
psychologist in a general hospital is a large caseload.  
These shortages of human resources in various facilities created an institutional barrier to 
the provision of psychological services for people with first-episode schizophrenia. This 
shortage of psychologists also interacted dynamically with the overall overloading of the 
current mental health care system. Additionally, because of a lack of permanent posts at the 
primary level, there were often no available psychologists or a very high turnover in 
community service clinical psychologists. Participant 3 described:  
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From the human resource point of view, most of the psychologists in the primary 
health care system are usually your community service [psychologists], 
especially in Port Elizabeth. So that on its own kind of creates a barrier if we 
have to talk about barriers because they are only there for a year in terms of the 
continuation and putting programmes in place, that can also be a stumbling 
block.  
Participants declared that psychologists would be able to provide more services for 
people with first-episode schizophrenia if they were sufficiently staffed. However, it is also 
important to note that while there was still a strong feeling that psychology was not 
adequately staffed, there was also recognition that progress has been made by both Provincial 
and District Health authorities to recruit more clinical psychologists to staff urban public 
health care facilities. This was contradictory to studies in other provinces that have suggested 
that despite the expansion of services new posts were not being created (Marais & Petersen, 
2015). This disparity may be due to disparities between provincial human resource strategies.  
Nevertheless, some participants raised concerns that the allocation of psychologists 
seemed to be without a specific strategy, and that posts may be ill distributed among 
facilities. One participant compared the two 72-hour observation units and explained that 
Dora Nginza Hospital has exponentially more clinical psychologists than Uitenhage 
Provincial Hospital.  
Additionally, in some facilities, psychology was not adequately represented on the 
institutional organograms and some posts that psychologists fill are medical officer posts. 
Therefore, psychology is perceived as not technically being accounted for by the current 
system.  
There was also a need for adequate training on the treatment and management of first-
episode schizophrenia for clinical psychologists. Participant 9 stated, “you’re a psychologist 
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is not a psychiatrist.  I mean there are a lot of ways of understanding mental illness.  That’s 
not pushed strong enough in training”. Schierenbeck et al. (2013) also highlighted that the 
lack of properly trained staff was a barrier to the quality of mental health services provided in 
the Eastern Cape. As discussed in the literature review, there are several psychological 
models that have been specifically engineered for the treatment of first-episode psychosis and 
schizophrenia. Participants expressed that they did not think that they have been adequately 
trained in these evidence-based approaches. Participant 9 expressed that “the case number is 
too big, but the flipside is that I don’t also think some people are trained enough or 
adequately in psychotherapy…” Furthermore, Participant 9 expresses concern over the 
training to treat patients with first-episode schizophrenia, “[people with first-episode 
schizophrenia] respond to psychological treatments.  So we are under-utilised but that’s also 
because I’m thinking …that we’re not trained to work with this.” Participant 1 stated, “I don’t 
feel that I was ever trained to work with them. I think that there is a lack of, not confidence, 
but education, training, on how to effectively manage people with first-episode 
schizophrenia.” Participant 9 said that the lack of training in models for first-episode 
schizophrenia means that as psychologists, “we tend to be scared of it.” 
Another recurring barrier that was mentioned by several of the participants was language. 
Participants in the Schierenbeck et al. (2013) study did not specify language as a barrier, but 
mentioned that a lack of cross-cultural understanding of staff serves as a barrier. There may 
be a crossover between these two findings as one’s language is formed within a specific 
context and, therefore, those that share the same language may have some beliefs in common. 
However, research has demonstrated that language can be a barrier to accessing health care in 
South Africa (Levin, 2006). As discussed in the literature review, cultural and language 
barriers between mental health service users and health care staff have been recognised as a 
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barrier hindering access to services (Fleischhacker et al., 2014). Participant 3 illustrated these 
barriers:  
There are also language issues.  You know, even if you do have the staff, if you've 
got, you know, 16 patients in Ward E and a certain number [of psychologists] are 
unable to engage in your [patients’] second language, it is a barrier. And you 
have three psychologists and none of them can speak Xhosa or Afrikaans for that 
matter.  It is a barrier that we’re not adequately dealing with.  
In the Nelson Mandela Bay Health District more than 60 percent of the clinical 
psychologists working in Department of Health cannot speak isiXhosa, a minority cannot 
speak Afrikaans fluently and all can speak English. Participant 4 expressed, “I think there is a 
language barriers and yes I think there is a lot lost in translation”. Most mental health 
service users in the Nelson Mandela Bay Health District are either isiXhosa or Afrikaans 
speaking. The lack of psychologists who can provide psychological interventions in mental 
health service users’ first languages is a significant barrier that impacted negatively on the 
quality of care received.   
Sub-theme 4: Absence standards and guidelines.  
A predominant sub-theme that emerged in the study was the lack of clear national 
standards and guidelines for the treatment and management of first-episode schizophrenia for 
psychologists. Research as shown that improving quality assurance measures is essential in 
implementing national policy and that the lack of standards compromises quality assurance 
(Lund, Stein, Flisher, & Mehtar, 2007; Rowe, de Savigny, Lanata, & Victora, 2005). 
Participant 6 explained, “there’s no standards and there’s no guidelines. There’s no clear 
policy in the management of these patients.” The absence of these standards and guidelines 
means that services that are currently provided are not consistent or standardised across 
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locations. Standards are one way of ensuring the quality of services offered by psychologists. 
Participant 8 illustrated the gap in this area and what impact it had on services offered:  
The first for me is almost the lack of structure in terms of guidelines [and] 
practice guidelines. I think in the national core standards there’s about two to 
three lines that really refer to psychological services so from government’s side 
you basically have carte blanche. 
Without standards and guidelines psychologists are able to selectively prioritise services 
for people with first-episode schizophrenia. Participant 1 expanded on this by explaining the 
experience with other psychologists: 
Services are influenced by the psychologist’s preferences. Do they see children or 
don’t they see children? Do they see substance abuse or don’t they see substance 
abuse? … So it is inconsistent. Someone might have received a certain type of 
service here, but at another site they don’t get that service. [Psychological 
services are] not consolidated. It is not consistent or standardised. I think that a 
lot of people become frustrated with that, or possibly other professionals don’t 
refer because they don’t know if the person is going to get that or they get 
frustrated because the person isn’t getting what they want.  
Although, clinical psychologists have been trained to use international standards and 
guidelines, the absence of relevant national standards and guidelines means that 
comprehensive evidence-based treatment for people with first-episode schizophrenia was not 
guaranteed. The quality of services that offered to mental health care service users may vary 
considerably.  
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Sub-theme 5: Continuity of care and referral issues. 
A consistent sub-theme that reoccurred in the data was issues related to referral. Nine of 
the participants found that there were barriers related to referrals. Research in the Overberg 
District Municipality has highlighted similar issues related to referrals (Swarts, 2013). Marais 
and Petersen (2015, p. 11) describe how continuity of care is similarly compromised in the 
North West province, “poor communication between critical departments also emerged as 
bedevilling continuity of care”, and explained that there is “poor follow-up or tracking of 
patients for adherence in those admitted to an institution, and then down referred to clinics.” 
A well functioning referral system is part of ensuring appropriate continuity of care for 
people with first-episode schizophrenia. Referrals occur between members of the multi-
disciplinary teams and between psychologists themselves.  
Firstly, there was a problem with referrals from other health care workers that interfered 
with or hindered the provision of psychological services. Patients were also not adequately 
prepared for seeing psychologists. Patients were also not provided with explanations about 
the referral given, and if they had been briefed, the level of information shared by health care 
professionals was at times inadequate. Participant 1 protests:  
There is very little communication. What I have noticed is that patients are 
usually given the piece of paper and are told, ‘okay, go and find a psychologist’. 
The referral is very sparse. It doesn’t have any information on it. It doesn’t really 
communicate what the doctor or health professional wanted. I find a lot of the 
people that are referred to me have no idea why they were referred to me and 
they sort of seem surprised that they must come and speak to a psychologist. 
Additionally, incorrect referrals contributed to overcrowding and long waiting lists. 
Participants explained that many of the referrals that they received were referred for the 
wrong reason. These patients take up the limited time that clinical psychologists have to see 
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patients who are in need of seeing a psychologist. Participant 7 described what happened in 
practice,  
A real therapeutic case has to wait longer. I think it sort of jam backs you in that 
sense. If I have seen a patient with a social work related problem for example, I 
could have seen someone that needed therapy, but that [social work-related] 
patient came in. I think it impacts in that way. We don’t offer as much 
psychological services as we would like. 
In particular cases, clinical psychologists described that certain programmes have failed 
in the past partly because there were a lack of referrals. However, this is not the only reason 
why programmes failed – as explained before, some programmes failed, owing to the 
inconvenience of the current design of services, and socio-economic limitations. Participant 1 
explained: 
[Clinical psychologists] run groups at the hospital, various groups, 
psychoeducation, debriefing, etcetera. [Other health care professionals] don’t 
consistently refer to the groups. The groups fall apart because there are no 
referrals coming through… people don’t come. So services that could essentially 
address groups of people just fall apart because… they aren’t being referred. 
There is no communication and doctors often make inappropriate referrals and 
that causes a lot of frustration.  
Participants expressed the perception that referral issues were are not only frustrating to 
the people providing psychological interventions, but that they are also extremely frustrating 
and disappointing for patients. Patients may be incorrectly referred and moved continuously 
from one multidisciplinary team professional to the other, consuming the mental health care 
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services user’s time without providing any relief for their presenting problem. Participant 1 
provides an example,  
They come to me, which is an appointment 10 days after seeing the doctor. They 
come to me with their hopes up. I then say to them “sorry you actually need a 
social worker”, which they then see in two weeks time. It’s nearly a month after 
they have presented with a problem. They haven’t received any assistance yet, 
which is when they usually get frustrated or they loose faith in the system and 
they find an alternative solution.  
Participant 5 complimented this statement by explaining what occasionally happens with 
incorrect referrals - in this case a referral better suited for social work,  
The impact is tremendous because if you are not getting correct referrals you are 
often sitting with five or six patients a day with social problems. It is something 
that you [as a clinical psychologist] can contain for a session or two, but you are 
actually frustrating the client and frustrating yourself because there is not too 
much that you can do about it. So yes, if the patients aren’t screened correctly 
and aren’t managed correctly before they get referred to the psychologist, it is 
often very frustrating for the client and for the psychologist, which is a problem 
in certain clinics.  
Participant 6 described how these incorrect referrals and workload also contribute to the 
burnout of psychologists,  
The psychologists could put more pressure on the doctors to remain involved with 
the patients, continuing the treatment after treatment’s been initiated and just in 
terms of management of the patient.  But again, because of the workloads and the 
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amount of inappropriate referrals that they [psychologists] end up dealing with, 
by the time it comes to seeing a patient for psychology they tend to be burnt out.  
Nevertheless, Participant 11 explained that psychologists did encourage other staff to 
refer, 
For us at the hospital setting, we always encourage every professional to refer, 
whoever sees the need of the professionals, be it a nurse, be it a doctor, 
occupational therapist or physiotherapist, must refer for psychological service.  
What is happening at the clinics is, that is at the primary health care level, they 
have to consult the nurses first for history taking and then the nurses can make 
the referral to the psychologists.  
What has been illustrated by these examples is that hindrance to service delivery can be 
caused by incorrect or delayed referrals or a lack of referrals. However, it is also important to 
emphasise that issues related to referrals cannot only be directed towards other 
multidisciplinary team members. The findings suggest that clinical psychologists do not 
systematically refer to other clinical psychologists, which has a negative impact on the 
continuity of care. Participant 3 described and contrasted the lack of professional referral 
behaviour of clinical psychologists compared to the practices of other health care staff,  
We see the patients here and every patient that we discharge we are supposed to 
refer them for continuation outside. That’s what we’re supposed to be doing. I 
think that’s something that the medical department does better than we do, 
because when they discharge the patient, they discharge the patient to the clinic. 
They send referrals to the clinic and the clinic continues, and once a month they 
go there and they follow-up on the patients that have been followed up by other 
doctors. So, they’ve got that relationship with them, but with us, as psychologists, 
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I think we don’t really have that… We discharge our patients from Ward F or 
from the acute wards and we don’t really make a phone to call the other 
psychologists in the clinic to say, “we’ve seen so and so who is being discharged, 
although [they] did well in psychotherapy I would really want you to follow-up 
on one, two and three just to check.  
Furthermore, feedback from other psychologists after patients were referred was missing. 
Participants 3 highlighted this, “we don’t necessarily get the feedback as well”. Added to this 
the participant explained that psychological follow-ups are seldom provided for people living 
with first-episode schizophrenia, “we need to remember that we need to treat the patient 
holistically, not just medically, you know? When we discharge them, they are only followed-
up medically but they [are not] followed-up psychotherapeutically.” Participant 1 similarly 
stated that “we [as psychologists] don’t take time and we don’t follow-up with people with 
first-episode schizophrenia”. Encouragingly Participant 3 explained the need for a simple 
referral and follow-up,  
You know, we must start building a relationship with the psychologists at the 
clinic. We must start feeling the referral, take the phone and phone and say, “I'm 
sending so and so your way, take care of them in the community and I will 
appreciate your feedback that will come.” I think that's what we are supposed to 
be doing, you know, writing referrals to other psychologists and letting them 
follow-up. We need to start. 
Referrals from clinical psychologists to other health care professionals were also 
important. However, there is sometimes a lack of opportunity to refer to other health care 
professionals. This is predominantly due to human resources shortages at some health care 
facilities, specifically at the primary care level. Participant 5 illustrated that the distances 
between facilities and the absence of available staff were contributing factors,  
	   105	  
There is very limited linking with other professionals, unfortunately. The 
psychologist tries [to] work together with the nursing staff as much as they can, 
because, obviously, the psychologist and the nurses are part of the clinic. There is 
not a lot of access to doctors. You have access to a psychiatrist once a month and 
they can only see five or six patients a day. So there is not a link. There is 
virtually no link with doctors. Often there is no social worker available in a 
radius of 10 kilometres. So there is not really a multi-disciplinary team at most of 
the clinics, unfortunately.  
Several participants mentioned the shortage of social workers as being understaffed. 
Without social workers, many patients are referred incorrectly to psychologists. Participant 7 
elaborated on the need,  
I think social workers are another major problem.  We had a period here, was it 
this year and last year, where we had social workers?  They would come here 
once a week, and we worked great together.  It was so nice because I could see a 
patient who had a problem, a social problem, I would refer. We worked together 
and you know, there would be that immediate follow-up.  Then unfortunately he 
[the social worker] left.  Compared to now where we refer patients to Port 
Elizabeth mental health for example,  I mean, if I think about it, how many of 
them [patients] actually do follow-up that go there?  It is quite a distance.  You 
know, where as if somebody is there, they are more likely to follow-up at this 
institution than actually go up on their own.  
Participant 7 continued,  
	   106	  
Yes, yes, because a lot more patients with social problems get referred to me as 
well.  Even though, you know, I am not supposed to be seeing them as such but, 
what do you do with somebody that is in a crisis and they come here? 
Participant 8 explained that referrals should be systematically conducted to assure 
continuity of psychological services across the various levels of care,  
The medical side has got that sorted I think to a large degree, but we’re still 
struggling with adequate referrals and appropriate referrals… Everybody should 
be referred because the treatment plan needs to be followed-up. So technically, 
you actually need to refer everybody if you have a standard treatment plan.  
Continuity of care is extremely important, as Participant 1 explained, “I really do feel that 
if we educated people and provided better follow-up systems then we would have less 
relapse”. Marais and Petersen (2015, p. 11) equally conclude that the lack of continuity of 
care mean that “patients relapse more often.” Some participants, like Participant 6, suggested 
that clinical psychologists should be following up on patients even when patients defaulted 
on treatment and that this is integral to providing quality services. The participant explained,  
So, it’s one thing if the patient chooses not to come in, but we should also still try 
and follow-up – obviously not harass the patient – but at least try and follow the 
patient up. If the patient is coming in, we need to be providing the best service 
that we can.  
However, Participant 7 suggested that follow-up is needed after defaulting treatment, but 
did not specify that it should be clinical psychologists who did the follow-up but rather 
suggested social workers be tasked with the duty,  
A lot of the times there is a lot of defaulting. People just leave them. Their 
families... There is no one there that is going to be after them and take care of 
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them. There are some, but with the greater percentage there isn’t. So we actually 
need somebody to follow-up on that. 
Sub-theme 6: Ineffectual internal communication.  
Communication is essential for the implementation of health care. Communication can be 
both internally directed to a health care department and/or externally directed to health care 
service users. Simplistically, communication is used to raise awareness and increase the 
knowledge of a target audience. In the context of the study, communication can be used as a 
means to raise awareness about mental health and psychology in communities, and/or to raise 
awareness of psychological services for those working in the Department of Health. A sub-
theme that emerged from the data analysis was that there was ineffectual internal 
communication about psychological services. Organisational, internal communication is an 
important component of improving service quality (Joseph, 1996; Woodward, 2000) 
Findings here suggest that internal communication about psychological services to other 
health care professionals was poor and needed to be improved. This may be contributing to 
the inadequate and incorrect referrals that have previously been discussed. Participant 1 
described the effect of this perceived gap in knowledge among health workers regarding 
psychological services,  
No, they [patients] are not accessing [services] and they are also not being 
referred properly. There is no awareness created. So, yes, the services are limited 
because no one knows about them or they are misguided about them. It is 
inconsistently communicated. So it becomes a problem. 
 Participant 11 suggested that some health care professionals require a better 
understanding of psychological services, “some doctors don’t even understand the role that is 
played by the psychologist within the system.” Participant 11 explained that this lack of 
understanding raised the need for internal communication, “we have to keep orientating 
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people about our role or educating them about our role”. Participant 4 complimented this by 
saying, “people seem to be uninformed and when I say people that is the community but also 
staff members and medical professionals too.” Participant 11 continued to explain, “I have to 
say that education needs to happen with staff and patients about psychology and the services 
offered so that they can understand the need for it.” Participant 6’s following statement 
clearly demonstrated that lack of adequate internal communication can be a barrier to service 
delivery: “Well, the difficulty that comes in is that there seems to be a distinct lack of 
understanding with, amongst the professionals within the hospital setting of what sort of 
services are offered by psychology”, Participant 6 continued, “it comes down to the fact of the 
actual professionals within the hospital setting do not have an understanding of the role of 
psychology and also what the profession can offer”. Equally concerning was the perceived 
lack of understanding of that the role of psychology extends beyond the communication 
between health care workers to various levels of the management structure. Participant 6 
explained that “further into the management level, there is none of that communication 
interaction and, again, there is no understanding of what the services offered are.” 
Participant 8’s statement demonstrated that the lack of understanding, internal 
communication and awareness raising can have an impact on the allocation of resources like 
diagnostic instruments and tests, “one of the reasons for the lack of tests received is also a 
lack of understanding about the profession and what we actually need to do in our jobs”.  
Sub-theme 7: Insufficient awareness raising and engagement. 
The lack of public understanding about psychology and psychotic disorders, like first-
episode schizophrenia, emerged as a sub-theme. This inefficiency in raising community 
awareness and effective community engagement was considered to contribute to the lack of 
public understanding about psychology and psychotic disorders and was a perceived barrier 
to the provision of psychological services. This is consistent with earlier research conducted 
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in Eastern Cape that demonstrated that mental health care services users have a lack of 
information and knowledge about mental illness (Schierenbeck, et al. 2013; Strümpher, et al. 
2014). Strümpher et al (2014) previously found that a person’s lack of knowledge might 
reduce the likelihood that someone will access mental health care services. Research 
conducted in the Eastern Cape with people with depression has shown that a lack of 
knowledge about one’s illness and its treatability can serve as a barrier to the utilisation of 
services (Andersson et al., 2013). 
Participant 1 described that the role of psychologists was not fully understood by mental 
health services users living with first-episode schizophrenia,  
People don’t know what psychologists are about. They assume us to be social 
workers half of the time. So, I don’t think we provide best or a complete service, 
and that’s partly from infrastructure problems but also because clients don’t 
know what services they can access.  
However, it is not only the lack of understanding about what psychological services were 
available but also low levels of understanding about schizophrenia as a condition that served 
as barriers. Participant 5 illustrated how the lack of public knowledge about psychotic 
disorders delayed the access to treatment,  
I would definitely think if the public were more informed and would understand 
psychotic disorders better, they would pick it up quicker and the client would be 
seen quicker. We often get young 18- and 19-year-old males that have been really 
sick for four years, but the family didn’t know. They didn’t know what was going 
on, they didn’t know even that the clinic was available. Yes, so psychology and 
mental illness in general, needs to be more talked about.  
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Participant 9 suggested that, “it’s a lack of research being disseminated into the public.” 
In the interview, Participant 9 suggested that the general public needs to have a better 
understanding of the effectiveness of psychological interventions to improve utilisation.    
Participant 5 suggested that clinical psychologists had a role in educating the community 
outside of health care structures to promote awareness of first-episode schizophrenia and 
treatments offered,  
It is our role to actually go to the schools and go to the churches and educate, but 
we are often sitting in our offices, seeing the few that do get to the clinic, where 
we could honestly be doing more in terms of outreach.  
Participant 6 explained the consequences of low levels of public knowledge about mental 
disorders for stigma and patients,  
There’s stigma in the community of ‘I’m mad,’ and people don’t want to be seen 
as mad.  So, there’s also that factor that, ‘I’m going to hide whatever is 
happening with me, so that I don’t have to be seen as mad.’ That’s also then an 
element of the lack of preventative measures because there’s a lack of 
understanding of what the disorders actually mean, what’s actually happening 
with the disorders.  The public does run rampant in terms of creating their own 
meanings and definitions. With those meanings and definitions, we have the 
difficulty that… there is no preventative care because people don’t want to talk 
about it. 
However, Participant 10 warned that not all the blame should be placed on external 
communication and awareness,  
To a degree there is a lack of awareness of mental health and what it means and 
what do these diagnoses mean, what is this treatment, what is a psychologist. 
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Definitely there is to a degree and I say to a degree, not completely, that lack of 
awareness. 
 Participant 10 said that despite psychoeducation during admission, patients still defaulted 
and this is partly due to “having cultural beliefs” which went “deeper” than mere lack of 
awareness and understanding. Unfortunately, this problem was aggravated by the absence of 
psychology’s engagement with these traditional and complementary health beliefs systems. 
Similarly, the family system was seen as being under-utilised in the treatment and 
management of first-episode schizophrenia. In practice, the family can be a barrier to the 
provision of psychological services or it can be a useful asset in the treatment and 
management. Participant 11 explicated,  
If we can involve the family, if we can have groups, that will be more educational 
and that will assist in compliance with medication.  At times with cases we could 
say that there isn’t the need for further medication. They can empower themselves 
within the group settings, [and] the family can support the person who is 
mentally ill and understand the person.  
Participant 11 continued,  “some of the issues that come up are due to the family not 
understanding what first-episode schizophrenia is all about. And, if we educate at the 
individual level then at times it doesn’t get through to the family, then it is not effective.” The 
study by Marais and Petersen (2015, p. 17), found that support groups might be “important 
forums for empowering service users.” 
Participant 11 explained why the family was an important part of managing first-episode 
schizophrenia, “[The family] contributes a lot because this person is out of contact with 
reality… The family has … decided where to go.”  However, sometimes it was hard to 
motivate the family, Participant 5 explained,  
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Also what is difficult is some of the family members aren’t interested in coming to 
the clinic. They might have a sick family member, but they themselves don’t want 
to be associated with that. So the clients, especially patients with schizophrenia, 
often are seen at clinic on their own. They occasionally cannot give proper 
feedback in terms of how they are doing, how is the medication working, are they 
taking the medication and you just never get hold of family members… You don’t 
really know what is going on at home.  
Strümpher et al. (2014, p. 48) discovered that a “lack of family support may hinder 
people living with a mental illness from accessing services and coping with their condition.” 
The study also demonstrates that families from socio-economically deprived environments 
did not always have the means to manage and support family members requiring assistance. 
Strümpher et al. (2014, p.51) also described that people receiving disability grants may be 
“expected to use the money to support the needs of the family.” The lack of family 
involvement should, however, not only be placed on families themselves but responsibility 
should also be placed on psychological services to offer standardised family intervention for 
people with first-episode schizophrenia.  
As discussed, there is a need for engagement with communities to improve general 
awareness of mental health and psychological services. Furthermore, it would be worth 
assessing whether psychology, and the general mental health care system, has done enough to 
engage with traditional and complementary health pathways to overcome barriers of access 
and provision. Participant 5 stated that at the moment “there is no bridge between” 
psychology and traditional and complementary health systems.  As mentioned, there is a 
strong need to integrate family and traditional systems into psychological services provided. 
Some form of engagement must take place to reconcile these contrasting health pathways.  
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Sub-theme 8: Lack of leadership and management. 
Good leadership and management in health care are important for effective and efficient 
service provision. In the mental health care system, it is essential to have good leadership to 
scale up services. The World Health Organisation proposes that there needs to be a balance 
between four conditions for a health care system to ensure good leadership and management 
(Waddington, Egger, Travis, Hawken, & Dovlo, 2007). These four, closely interrelated 
conditions are (Waddington, et al., 2007, p. 3):  
1) Ensuring adequate numbers and deployment of managers throughout the health 
system;  
2) Ensuring managers have appropriate competencies (knowledge, skills, attitudes and 
behaviour);  
3) The existence of functional critical systems (to manage finances, staff, information, 
supplies, etc.); and 
4) Creating an enabling working environment (roles and responsibilities, organisational 
context and rules, supervision and incentives, relationship with other actors).  
The framework asserts that strengthening leadership and management is a means to 
improving health care delivery. It is also essential for progress to be made. According to the 
World Health Organisation (2015c), good leadership and management is about “providing 
direction to partners and staff, facilitating change, and achieving better health services 
through efficient, creative and responsible deployment of resources.”   
The findings suggest that leadership and management factors could be improved upon. 
Current challenges that relate to leadership and management impede on progress towards 
improving the provision of psychological services for people with first-episode 
schizophrenia.  
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Firstly, it was widely accepted by participants of the study that there was a lack of 
coherence and coordination between psychologists. Participant 1 was the first to illuminate 
this, saying “psychologists themselves are very disintegrated.”   Participants opined that there 
was a lack of coherent strategy and collaboration between psychologists at various levels of 
care. Participant 4 offered and example, “we do certain outreach but there is not any direct 
relationship with the clinics at all…” Participant 4 continued, “yes we do work quite closely 
together between the hospitals and often patients will move from here to there so then there is 
communication in that way referring patients on.” These findings are relatively consistent 
with Marais and Petersen (2015) who found that there were problems across all sectors 
related to a lack of collaboration, coordination and delineation of roles.  
The participants mentioned that there are periodic meetings at the district health level 
there, however the meetings were mostly administrative and seldom were topics of strategic 
importance discussed. Rather, meetings addressed only one area of leadership and 
management – viz. administration. Participant 4 explained:  
We do meet and in our meetings it is quite administrative. I cannot say we sit and 
try and problem solve and you know try and work problems like this… I think it is 
generally quite an isolated career.  
Participant 5 added,  
We have a once-a-month meeting, with all of the community psychologists, clinic 
psychologists as well as Uitenhage Hospital. The hospital psychologists are on a 
different system from us so it is basically the community service system 
psychologists. Yes, we try and meet once a month. It would be so nice if we could 
meet more often and do a more case-discussion type thing, but when we do meet 
it is admin stuff. You know, it is absolutely useless. We do have our supervisor or 
our boss that usually attends the meetings and sometimes we try and un-invite 
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her, because it is much more productive when she is not there, but usually she is 
there. We all just sit there and look at each other and we are not quite sure what 
she is talking about at all because she is not talking about us, so we don’t know. 
Honestly she talks for half an hour and then I sit there and I think, “I hope 
someone else knows what this was about because I had no clue.” Honestly. After 
she has had her say, we do discuss problems but it’s usually things like someone 
is going on maternity leave and who is going to take over. We need to decide 
what patients we are going to see and what we are not going to see, like it is 
useless stuff really. 
However, not all the participants agreed that there was a lack of coordination among 
psychologists. For example, Participant 6 stated the following:  
In terms of coordination between the psychologists, that is something that I do 
think is working quite well. Within the hospital setting, the psychologists meet on 
a regular basis to discuss issues. In terms of the hospitals dealing with the 
psychiatric clinics, there is a lot of communication back and forth in terms of: 
“Well, we need this. What are you guys doing about these sorts of things?” So 
it’s almost that the professionals have taken it upon themselves to create some 
sort of coordination because there is none from a management level. Well, it’s 
very informal which is… there is no structured sort of communication… We 
actually don’t even have formalised meetings with the clinics. It’s something that 
we’ve spoken about, but it’s never actually materialised in any way.  
Nevertheless, both opinions illustrated the vacuum in formalised coordination, leadership 
and management of psychologists in the Nelson Mandela Bay Health District.  
Participant 8 further elaborated on the problems related to the lack of direction provided:  
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You have your services - it’s almost like it’s fragmented. There’s no joint vision 
as to what needs to take place. You know, your tertiary hospital is approaching 
the situation from one angle, and your clinics are approaching the situation from 
another angle. There’s a lack of clear guidance as to what you actually need to 
achieve in a tertiary hospital, in a general hospital and in clinics. So moving 
forward, each one is moving in a different direction. There’s no clear guidance as 
to how the three should work together to achieve a specific goal. There should be 
a synchronisation almost of services that the one will pick up where the other one 
will leave. 
Sub-theme 9: Poor accountability. 
The lack of accountability was one of the recurring themes related to leadership and 
management problems. Management was perceived as not being accountable to psychologists 
and vice versa. Accountability, or at least the lack thereof, had a direct impact on the quality 
of the services provided by psychologists. Participant 11 pointed out that one of the major 
problems was that psychology was formally absent from some organograms within Nelson 
Mandela Bay Health District facilities,  
It is not easy to work because within the hospital organogram, there are no posts 
for psychological services. They do not see the need. We need to make them see 
the need, what it means for us as psychologists. We need to make our needs to be 
heard, visible and available to provide the services.  
Many psychologists working within the Department of Health fill medical officer posts. 
Participant 4 explained that this had an administrative impact and reduced the ability to 
interact with management: “It impacts my work when it comes to the administrative side or 
you know attending meetings or the managerial side of things or interaction with the people 
in higher positions as myself.” Participants believed that this lack of formal recognition 
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reduced their legitimacy to interact at these levels and therefore reduced the ability to 
influence these managerial levels.  
The absence of psychologists being represented at a middle management level or higher  
was a problem that should be addressed. Participant 6 describes some issues related to the 
minimal of accountability of management towards psychology: “That comes down from 
multiple factors in terms of lack of support, lack of feedback, lack of participation and 
communication with the people practicing in the field”. Participant 6 continued to explain,  
There is no feedback and even in terms of a reporting procedure and reporting 
policies, it hasn’t been established. So there’s no sort of communication in terms 
of how do we communicate what our needs are to management level because 
there is no middle manager to take those needs further.  
Furthermore, Participant 6 explained that “obviously because of the bureaucratic nature 
of the department, you can’t just approach upper management without going through correct 
channels, but the correct channels aren’t provided for us”. Participant 6 protested that the 
combination of these factors reduced the oversight of psychology:  
It goes back to management’s attempt to bring the [psychological] services in, 
but it’s a failed attempt almost, because they haven’t actually included us in the 
organogram, which means that there is no sort of oversight because we’re 
actually a lost departments within the hospital setting or within the Department 
of Health setting. You know, everyone knows that, okay, there is a Psychology 
Department, but there is no clear-cut way to access or communicate with them on 
a management type of level because there is no representation in terms of 
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However, the lack of accountability was not only restricted to psychologists. Some of the 
participants interviewed strongly thought that some healthcare facilities in the Nelson 
Mandela Bay Health District generally lacked oversight and therefore lacked accountability. 
Participant 5 deplored,  
Unfortunately you do get the clinics where they are less visible and they might be 
in an area where the management will not see them and they become a system on 
their own: They make their own rules, they work when they want to and how they 
want to, and it is actually very upsetting to see that happening.  
Participant 8 also commented on the lack of accountability of facilities,  
There’s a lack of supervision as to you know, if you are going to implement 
something there’s not really a hierarchy of where to report on what, especially 
with clinics they don’t report to a specific hospital... There is no supervision there 
- it’s about as plainly as I can put it… There needs to be a guideline there also to 
make sure that it [mental health services] does get implemented. 
Some of the issues related to accountability, including not being reflected on the 
organogram and consuming medical officer posts instead of psychology posts, was believed 
to be the lack of formal acknowledgment and commitment to the psychological services and 
inevitably to a comprehensive model to mental health care.  Participant 6 had described the 
approach towards psychology as being extremely inconsistent,  
The system does acknowledge our existence, but only almost when it suits them, 
when they need the service. A great example is that a lot of the time at the 
hospitals, you know, we don’t hear anything about management, but if there is 
some sort of crisis and they need psychological services, then suddenly they call. 
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But again, as soon as that crisis is over, psychological services are neglected 
again.  
Participant 6 described why it is so important to have formal recognition,  
Once the integration happens, once we are reflected on the organogram, it’s a 
complete game change because then suddenly you’re at a position where you can 
challenge, you know, various other factors. You can interact on a managerial 
level because with the organogram are specific managerial posts and middle 
management posts. Currently, because on the organogram, there is no middle 
management post for psychological services, there is no way for us to interact 
with upper management. Yes, we have acting supervisors and acting Head of 
Departments, but the problem with that is there is no real powers in positions 
because we’re not reflected on the organogram. 
Sub-theme 10: Policy and strategy vacuum.  
The creation and implementation of national policy at a provincial and district level is one 
of the key priorities for mental health in South Africa. The current national policy and 
strategic document is the national Mental Health Policy Framework and Strategic Plan 2013 
– 2020. It provides a framework regarding what should be done at every level of service 
within the system. Provincial departments are responsible for realising national strategy by 
designing and implementing provincial strategic plans. Marais and Petersen (2015) 
emphasised that challenges of implementation of policy are at an operational level. 
According to Strümpher et al. (2014), a lack of leadership and collaboration between 
leadership and mental health professionals has made it harder to implement policy and 
delivery quality serves, and has led to leadership making inaccurate conclusions about their 
appraisal of mental health needs. The study by Strümpher et al. (2014) similarly found that 
mental health in Eastern Cape has been poorly prioritised, and those working in health care 
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facilities do not receive enough support from mental health leaders in local and provincial 
government. According to Strümpher et al. (2014, p. 54), “this has resulted in a deteriorating 
health care system, making it progressively more difficult to implement policy and deliver 
quality services to people with mental illness.” Marais and Petersen’s (2015; p. 9) study 
suggested, “mental health was still not a priority in the face of many other health needs in 
South Africa.” However, one participant in the study did indicate, “mental health was a 
priority at a political level and that there was political will and ministerial support at a 
national level as reflected in the Mental Health Policy Framework and Strategic Plan” 
(Marais & Petersen, 2015, p. 9). 
Participants expressed that over the last few years the policy’s implementation had been 
unstable and inconsistent, there has been limited communication of what the policy was and 
that there was no longevity in the policies that were currently being implemented. This 
finding complements mental health literature about the implementation of policy in South 
Africa (Burns, 2011; Stein, 2014). Participant 11 described some of the structural changes,  
Oh, it is never stable (laughs). It is never stable. There have been so many 
changes even with allocation of services. We used to have municipality clinics, 
which were taken over by the government. Now what we are having is district 
health services, we are having hospital services, those nitty gritties do affect 
service delivery as well.  
Participant 2 linked the development of psychological services with the overall health 
policy and emphasised that there is a lack of strategic communication,  
Look it is an overarching thought that the state’s delivery of services is highly 
dependent on state health policies and they prioritise, or ideally they would 
prioritise certain things that they consider to be important. So, depending on… 
those policies, something like psychological services would be more or less 
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important in relation to another kind of service. So, that is … to get to know what 
that is, that’s a problem in that, in my experience, that fluctuates.  
As described in the previous statement, the implementation of policy and prioritisation of 
specific services is viewed as not been properly communicated and understood by some of 
the clinical psychologists. Several participants showed concern for how priorities and budgets 
had been allocated. Participant 2 expressed frustration to the politics and competencies 
behind the development of priorities and allocations of budgets,  
They don’t know what the hell they are doing. There are political things going on, 
and there are budgetary things going on, and they are like shifting [money] 
around and it has not been done well. When you get appointments, like in Bisho 
when they appoint a new director, everything changes, now it is a whole new 
thing…A lot of it is too tied to personalities and to immediate crises.  
Participant 2 continued to explain that because of lack of leadership, strategy (or the lack 
thereof) is often influenced by unplanned external factors, like media coverage:  
So, like we have this thing with some aspects of mental health functioning in the 
community. Like, there is media coverage on too many suicides. [They will say,] 
“okay guys we need to go and do some suicide work,” and you go and do a little 
bit of suicide work. Where are we going to get the people? [They will say,] “EDH 
[Elizabeth Donkin Hospital] is coming, you must do this, and you must do this.” 
Then it is like okay, well that has died down, what is next? We are putting out 
fires and it doesn’t seem to be a solid system of policy and strategy development 
and implementation. It is just like what the hell … what is happening today?  
This haphazard approach was perceived by clinical psychologists to be due to a lack of 
strategy on the part of province and district level services. This may be true as mental health 
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plans still need to be realised at the provincial level. Participant 2 expressed that there was a 
need to put “a policy in place, and mature it in a coherent, consistent and developmental 
way.” The current concerns not only raise the issue that there is a lack of provincial and 
district health strategies, but also concerns that the policies are only implemented on a yearly 
basis and that various policies do not consider the three-year and five-year junctures. 
Participant 2 emphasised this point, “there is no strategy and, if there is a strategy, then it is 
just for this year. Next year is like, ‘oh screw that, we are going to do something else’” The 
impact that this lack of infrastructure, reliability and predictability has on the provision of 
services can be very damaging for the system. It may mean that the rollout of programmes 
that have been highlighted in the national Mental Health Policy Framework and Strategic 
Plan 2013-2020 may be compromised. Participant 2 illustrated one of these weak points of 
provincial Eastern Cape’s strategic planning,  
I would rather go to areas and work in areas that I feel that there is some 
structure, and that I know what is going down. With external events, when it 
starts getting chaotic I think, “okay well I am not going to strain myself and 
stress myself because I know where this thing is going.” I have been there. It goes 
this way, then it is suddenly going that way, then it collapses, then it is the next 
thing, and I can’t live like that. I just like back off, and I just don’t want to get 
involved because I know what is going to happen, and I have had a lot of that 
experience - going to Bisho, going to meetings, lots of people talking and you are 
just participating and you’re writing policy documents. Next year, the whole 
thing has collapsed for a range of reasons and you have wasted your time… You 
need those infrastructures in place, reliable, predictable solid infrastructures. 
 Again it is important to mention that policy can only be implemented if it is supported by 
an adequate budget. Changes in policy and budget have a direct impact on psychological 
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services in the urban public health care system. Participant 2 described that human resources 
were pulled out of the primary level facilities: “There were psychiatrists out there as well, 
and they pulled them back into the hospital, psychiatrists and psychologists”. This had a 
direct impact on those experiencing first-episode schizophrenia as specialist staff were pulled 
from facilities owing to changes in policy and budget, Participant 2 explained, 
What happened in practice was the services that we were delivering and we were 
… that was considered to be part of our service delivery from this hospital, were 
withdrawn from the community. They didn’t replace us. So now, even until today, 
you have got virtually nothing happening out there. You have got a couple of 
psychologists dotted around who are appointed employees in the community, 
appointed against medical officer posts. There are no psychiatrists out there, 
although in the hospital we do have psychology posts. There is nothing in the 
community. So, that was a shift that really was a big blow to the delivery of 
services to people in the community”.  
More specifically, an important barrier to the provision of psychological services is also 
the complete lack of an articulated vision and strategy for psychological services. In this 
policy, the roles and direction of psychology should be outlined as they relate to the other 
members of the multidisciplinary team. This is currently lacking. Participant 2 explained:  
I don’t know where we are in terms of the new South Africa. [The Department of 
Health] avoids putting things on paper, because then they are committed and 
they can’t shift. So I am thinking policies would help psychology a lot in a given 
context, and [in] the clinical context what does the broader system say our role 
is? Certainly we would try to influence that, and then there hopefully… there are 
some forums in place… where we could potentially influence that. Like every now 
and then they call a meeting in Pretoria for all the top… the most senior 
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psychologists in the province, and they talk shit and then five years later they 
might have another one.  
The position of psychological services needs to be adequately articulated otherwise 
services may be misconstrued. Participant 3 described that when current policy is 
implemented, mostly at a primary level, the services are misconstrued for being mainly social 
services. Participant 3 elaborated, 
You can see that the system is trying to include psychological services, but the 
difficulty is that it’s trying to include the psychological services and trying to 
bring the psychological services in - so there is that intent - but because of the 
lack of understanding of the role of the psychologist in these types of settings, it 
means that the attempt is actually failing.  
Therefore, it is important to have a clear understanding of the role that psychology can 
play to provide effective services for people with first-episode schizophrenia, and for this 
understanding to be articulated in policy and strategy. Some of the problems may stem from a 
disconnection between provincial planning and what is happening on the ground. Participant 
4 explained,  
At a management level, management are making these decisions, you know, and 
so they’re sitting in Bisho, making these decisions, but they have no idea of what 
the actual needs are of the actual areas that they’re making these decisions for. I 
can use the hospitals as an example here. The three hospitals in PE [Port 
Elizabeth] – Dora, Livingstone and Provincial – Dora has the most 
psychologists. 
Despite these expressed challenges in leadership, policy and strategy, it must also be 
stated that there are some moves that are in line with national policy. For instance, Participant 
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3 added that more focus was being placed on revitalising psychological services at the 
primary care level: “The department has been pushing towards the community outreach … 
we should also go back to the community and assist at that level.” 
Sub-theme 11: Psychology’s identity and the biomedical approach.  
The most reoccurring theme, which was mentioned by all study participants, was the 
overemphasis of the biomedical model in the treatment of first-episode schizophrenia. 
Literature has also highlighted the over biomedicalised mental healthcare setting (Swarts, 
2013) and international research in global mental health cautions against the overemphasis of 
a purely biomedical model (Patel, 2014c). Whilst the National Mental Health Policy 
Framework and Strategic Plan 2013 – 2014 promotes the adoption of a collaborative model 
to mental illness, the clinical psychologists interviewed attested that social and psychological 
components of treatments for first-episode schizophrenia have been gravely neglected.   
Participant 2 explained that in this current working environment psychologists needed to 
assert themselves and their profession,   
In many ways, a psychologist needs to fight for a place and that gets tiring. You 
think, “I am fighting this whole system and this is exhausting.” I mean, if you 
look at state service versus private sector [services], then you see a significant 
difference. You know, the state services operated in a particular context, and the 
more resources you have got the more we can accommodate that perception of 
our role by the broader system and then have time to offer more, beyond what the 
system expects of us.  
Participant 2 warned about repercussions of not asserting the psychological profession in 
the predominant bio-medically driven public mental health care system, “[when] people land 
in clinical context, they are at great risk of losing their professional identity and the exclusive 
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professional contribution”. Participant 2 continued to explain that if clinical psychologists 
did not assert themselves, then they risked being marginalised within teams.  
You [as a psychologist] become these auxiliary guys that serve the kind of 
auxiliary thing, but we are just shadows, we are not the core. We need to go back 
[then say]… “listen we have get our own theories, we have our own ways of 
formulating things and constructing things.” We can show that as valuable, and 
it is not an alternative to the biological, it is not opposing the biological, it is 
another way that can be very useful. 
Participant 9 strongly posited that psychologists had been ineffectual in asserting their 
own findings, saying “it’s also a failure on psychology’s part to assert psychological findings 
into health structures.” Participant 6 emphasised that psychology is at fault of not asserting 
the discipline, “from the psychologists’ perspective, we’re not doing enough to remain 
involved and from the medical perspective, they [medical professionals] just want our 
diagnostic procedures and then they must just leave. Not leave, but you know… the patient 
is… they’ll manage further”  
However, it is important to note that some of the clinical psychologists interviewed 
reported that they were also afraid of becoming more involved in the management of patients 
in case it would cause them to be further overwhelmed, as various psychology departments 
were weakly resourced under the overwhelming need.   
Participant 6 explains further that clinical psychologists need to assert themselves because  
When it comes to psychotic disorders, psychiatrists seem to have the monopoly, 
but I mean there is tons of research that says that what psychology can do is as 
helpful. It’s just been our failure to push these findings into the public sector. It’s 
not only here, it’s worldwide.  
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Some participants suggested that psychology should use its growing base of empirical 
evidence to assist in carving out a space for the discipline. Participant 6 elaborated: “A big 
barrier has been that clinical psychology hasn’t - and I mean it’s the world over, they’re 
waking up in Britain now - but we haven’t been pushing our psychological findings.” 
 This lack of assertion was linked to the overemphasis of the biological approach. 
Participant 2 explained that it was very simple to be consumed by this biomedical approach 
and to neglect asserting psychological interventions that have been shown to be valuable in 
the management of first-episode schizophrenia. Participant 2 explained,  
There is a tendency to just go along with it, consciously or unconsciously, to be 
the auxiliary. That is the inclination, and it is the … it is the route of least 
resistance, it is … the portions that are keeping this other thing in place, are 
much bigger than you and your profession and that is the risk, and right, so what 
do we need? They need psychologists in the state and service, we need something 
that gives clear independence and shows us clear respect… Core business, it is 
not psychologists doing psychotherapy. The core business is to shut down 
psychotic people with medication or shut down psychotic people and… 
medication is the quickest way to do that. That is a bit of a bee in my bonnet, that 
one but it is such a powerful force, it is such a powerful force and people, they 
are buying into it … you see people lap up this biological thing… and the rest 
[psychologists in particular] are just merely shadow puppets.  
Participant 10 emphasised,  
We all need to understand that is the first step that we need to take whereby we 
all recognise our important roles in terms of treating these patients before we can 
even attempt to try and do awareness projects in the community or inform or talk 
to families or do campaigns and all of that. We first have to be on the same page 
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as the treating professionals. We need to respect and to appreciate each other’s 
roles. I think that is where we could improve firstly and most importantly.   
Good leadership and management are essential for creating a positive working 
environment where all services are equally acknowledged. There is a need to understand the 
implications of the overemphasis of the biomedical model on the provision of services for 
people with first-episode schizophrenia. Participant 10 explained that it was essential to move 
beyond this: “I think that no multidisciplinary team in a public health setting can function, 
can fully function, without the role of a psychologist. I think that they play a vital role and 
they compliment those services – to complete the service.”  
Participant 3 warned about the dangers of not fully working together and expressed 
concerns about the “revolving door” phenomenon: “I mean multidisciplinary teams [they 
are] function and it is functioning in tertiary institutions because we are forced to work 
together, but outside there are no structure and that’s where the frustration comes…and 
that’s when patients come back.”  
Sub-theme 12: Problems with orientation of services. 
The orientation of psychological services in the current public mental health care system 
arose as one of the reoccurring sub-themes. Orientation of psychological services was related 
to two sub-themes that were perceived to be barriers to the provision of psychological 
services. The first sub-theme was the lack of integration of psychology and mental health 
care services with other services provided. The second sub-theme was the lack of 
community-level care or community-based psychological services. These are both areas that 
have been emphasised in the national Mental Health Policy Framework and Strategic Plan 
2013 – 2020 and similar concerns have been raised in research (Andersson et al. 2014; 
Hanlon et al. 2014; Marais & Petersen, 2015; Shierenbeck et al. 2013; Strümpher, et al. 
2014). 
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The participants had the perception that mental health care services were not well 
integrated with other services offered by the public health care system. Participant 11 
elaborated on what some of the challenges were and how integrating mental health care 
services could improve this,  
Psychologists are [mostly] allocated to psychiatric units [but] the psychologist 
[should also] go within the general clinic where there is provision of all of the 
medical services because, there are chronic patients who are on medication who 
need psychological services. Besides the psychiatric patients and psychiatric 
patient who has this first-episode schizophrenia might be suffering from other 
illnesses as well. How do you differentiate whether it is a first-episode 
schizophrenia as compared to psychosis that is brought out by HIV (human 
immunodeficiency virus) and AIDS (acquired immunodeficiency syndrome)? 
What if it happens to somebody that has been receiving chronic medication for 
diabetes and hypertension? So, that means that we exclude the other illness and 
focus on the schizophrenia because this person has attended the psychiatric 
clinic.  
Currently, psychological services are predominantly restricted to psychiatric units. 
Participant 5 shed light on this issue and explained how the restriction of psychologists to 
psychiatric units was a barrier to access and provision,  
I think the services in general are well managed and available to the people. I do 
think it differs from district to district, and also from cultural communities, 
because the access at different clinics is definitely different. Psychological 
services, in general, are not as well represented in primary health care services, 
so it is a specialised service. You do get areas where some psychological services 
aren’t that available, not as available as primary health care services, definitely.  
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However, it is important to take stock of developments that have been made in the 
integration of psychologists into primary health care level services. For instance, Participant 
5 explained,  
You do get areas where psychological services aren’t that available. Not as 
available as primary health care services, definitely…[the integration of mental 
health care into primary services] is what has been happening, but it is not really 
up and functioning at the moment. Although, it is the aim, it is not happening.  
As reflected in the previous statement, the majority of participants were of the view that 
psychology and mental health care services had to be better integrated into primary health 
care. 
The majority of psychologists believed that community-based psychological services 
were the under-resourced for people with first-episode schizophrenia. Participant 1 explained, 
“In terms of the current need in mental health and psychology, I would say that it would be 
outreach programmes, or more community-based programmes, more accessible services 
shall I say, and education [that is the need].”  
Currently, most psychologists work in either secondary or tertiary level health care 
facilities. Community-based services and primary health care are in need of actual 
prioritisation, as outlined by the National Mental Health Policy Framework and Strategic 
Plan 2013 - 2020. Strümpher et al. (2014, p. 56) described similar findings, “the lack of 
community-based health services was a major barrier to providing effective mental health 
care in the Eastern Cape Province.” Marais and Petersen (2015, p. 11) describe similar 
findings in other provinces, explaining, “the move to deinstitutionalisation and introduction 
of community-based services has been slow, and services are largely still concentrated at 
institutional level.” The study explained that once people are discharged from inpatients 
settings, that there is an absence of publicly funded follow-up services.   
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It was generally thought by participants that psychology was not sufficiently engaged in 
primary health care, and when services are provided at this level that they were confined to 
the clinics. Participant 9 provided an obvious solution to bridge the treatment gap, “In order 
to reach more people we’re going to need to move to more community based interventions”. 
Participant 8 explained that psychological interventions should be geared at keeping people 
with schizophrenia as functional as possible in the community. Participant 8 explains that 
there were also benefits for the quality of understanding of clinical psychologists when they 
intervened in the community:  
You see the dynamics coming out and that makes it more real. The relationship 
that you have with the family… that you show that we are willing to come to you 
and see where you are and see your situation. If they tell you that there is no food 
in the cupboard you see that there is no food, and you didn’t realise before that 
no food means no food.   
Participant 8 explained, “the relationship needs to be closer” between psychology and the 
community reality.  There was also acknowledgement by the clinical psychologists 
interviewed that the mental health care system had a very limited view of patients’ lived 
experiences in under-resourced communities.  
However, Participant 5 has also outlined changes in policies that had served as barriers to 
community-based services.  Participant 5 explained,  
So if a client defaults, then they default and it is tough… they’re lost to the 
system. Previously they were very well followed-up. It is just not available 
anymore… It was a big blow to the clinic. Once a week the clinic would have 
satellite clinics where they would do smaller clinics closer to the community like 
Green Bushes was a clinic that had 150 patients on an outreach day and now 
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they just don’t have transport to do that. And of that 150, I would say 10 percent 
is still coming to the clinic for their medication. 
Currently, most psychologists work in either secondary or tertiary level health care 
facilities. Community-based services and primary health care require prioritisation, as 
outlined by the national Mental Health Policy Framework and Strategic Plan 2013 - 2020.   
Participant 5 declared, “it makes a huge difference to psychologists as well to go into the 
community and see what is happening. I used to like that, but it is not happening at the 
moment.” This participant added that mobile clinics have ceased, in contradiction to current 
policy. The impact of this is severe. Participant 5 explained the severe impact of this,   
10, 15 percent of the sickest patients [relied] on the mobile clinic and they are 
now just not treated. So I am not sure what is happening to them, unfortunately. 
We would often get a patient from an old mobile back at the clinic after a year 
and a half completely psychotic [and] brought in by the police. At that stage the 
only option is to hospitalise, so again it is crisis management. The clinics can’t 
manage because there is no access and then it is hospitalisation. So the hospitals 
are also getting, in my opinion, too much work because the clinics aren’t doing 
enough.  
It has also been previously stated that secondary and tertiary care level services were not 
currently providing sufficient support for primary health care services, as has been outlined 
as a priority in the National Mental Health Policy Framework and Strategic Plan 2013 – 
2020. One of the participants working in a hospital setting empathised with the need and said 
that hospital psychologists must prioritise community-based services,  
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We also need to go to the community. We need to educate the other psychologists 
because we’re the specialist in the matter. We need to go and educate them about 
how important it is for them to follow-up with our patients after discharge.  
The current system also requires it. The present status of long-term facilities has been 
changed to rehabilitation facilities. Community mental health care services need to be 
strengthened to stop the revolving door effect. For instance, Participant 3 explained,  
We don’t have long term [facilities anymore]. We need to stabilise these people 
and we need to send them back in community where they should be able to 
function, and in the community people need to do their work… We don’t have the 
resources in the community… when we discharge them they need to have a 
support system outside.  
Participant 11 continued to explain that because primary care is weak, you will find that 
adherence is poor and this will affected the entire system; “because if they [patients] are not 
properly managed at primary then they will have to come to the secondary level of 
management, which is the admission and tertiary, which is the rehabilitation. So, it is just an 
on-going problem.” 
Theme 3: First-episode schizophrenia syndrome related barriers.  
Another main theme that should be considered regarding the delivery of services is first-
episode schizophrenia itself. This theme can be broken down into three sub-themes: 1) types 
of psychological services; 2) phase of intervention; and 3) positive and negative symptoms.  
Sub-theme 1: Types of psychological services.  
It is important to note that participants did not see first-episode schizophrenia, as a cluster 
of symptoms, as being a barrier to the provision of general psychological services. Research 
also suggests that people with schizophrenia can benefit from treatment regardless of whether 
they have stabilised or not (Harding & Zahniser, 1994). The inability for services to meet the 
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demands of the patient should be seen as flaws of the current services offered and not the 
patient. Despite this, it was generally recognised by participants that the only impact that 
first-episode schizophrenia would have on the provision of services were the types of services 
one would provide, or what was more appropriate. This finding is logical and the types of 
services offered and the constraints of some of these services have been discussed in the 
literature review. Participants in the research did not expand on this theme very much as it 
was not seen as one of the high priority barriers of provision.  
Sub-theme 2: Phases of intervention.  
A sub-theme emerged that highlights that psychological services are crucial in the 
recovery period of experiencing first-episode schizophrenia. Regardless of this, Participant 1 
explained that this was not being prioritised,  
I would say we are probably more needed in the recovery process. I think that we 
are for the most part probably more involved with the initial diagnosis but we are 
not [included] in the subsequent period of remission and those kinds of things. I 
think that is where we have more value to the patients.  
Participant 1 explained, “As soon as they [patients] have a certain level of insight, [that] 
they experienced this episode and they are in recovery and they are reconnecting with 
themselves then I definitely think that we are of value, of therapeutic value.” Participant 5 
explained that psychologists are not currently utilised effectively in this phase-specific 
process of first-episode schizophrenia,  
I don’t think psychologists are very involved in terms of the process. In my 
experience, psychologists are involved initially, assessment and stabilisation, but 
I think we tend to neglect psychotic patients once they are stabilised. In my 
experience, they wouldn’t land up in my office very often. I think there is 
obviously a misconception in terms of their psychological process, and treatment 
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and their needs. Schizophrenia, and often even bipolar, is seen as chronic 
illnesses, so they are going to be on medication chronically. They are bad cases 
and they are not therapy cases.  
Participant 6 explained that there is only a focus of psychology in the acute phase and that 
more focus needs to be placed on recovery:  
There is an inclusion for psychological services, but the legislation focuses on 
acute phase and not management therapy… not management thereafter… in an 
acute phase, our focus is: “Okay, let’s get the hallucinations… let’s get the 
psychological symptoms under control, let’s reduce them.” That’s what our aim 
is in the acute phase, but the thing is it [legislation] doesn’t talk about the phase 
after that – the maintenance phase.  
Essentially, the lack of focus on recovery is linked to everything that has been discussed 
before and cannot be easily separated. Participant 7 explained,  
They [patients] are not being integrated into society. They are not being… 
integrated into their families adequately. They are just there. I think that is the 
problem. For me it is, I think they are getting lost. Like I said, there is a break 
between from being maybe discharged and coming back in. There is some sort of 
break. There needs to be closer supervision or there needs to be something, you 
know, closer follow-up system or that kind of thing. 
Sub-theme 3: Positive and negative symptoms.  
As discussed in the literature review, positive and negative symptoms are seen as 
hindering some psychological services. Research has demonstrated that more positive 
symptoms contribute to a poorer therapeutic alliance (Wittorf, et al. 2009). Studies have also 
shown that poor insight and impairments in metacognition serve as barriers to treatment or 
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treatment adherence (Amador & David, 1998; Amador, & Strauss, 1993; Lysaker, Dimaggio 
& Brüne, 2014; MacBeth, Gumley, Schwannauer, Carcione, Fisher, McLeod, & Dimaggio, 
2014; McEvoy, 1998) Furthermore, negative symptoms have also been implicated in poor 
treatment outcomes and poor treatment adherence (Rüsch & Corrigan, 2002; Wittorf, et al. 
2009; Tattan & Creed, 2001). Not all participants assumed that symptoms were impediments 
to psychological services. Rather, participants suggested that treatment plans and targets 
should be designed according to the presenting problem. Participant 8 elaborated,  
I think there are two misperceptions: That people have, that we can’t work with 
patients with mental disability and you can’t work with people with psychosis.  If 
Pavlov can teach a dog to salivate and get that response from teaching a dog 
surely [psychologists] can do something for people with schizophrenia … so you 
don't have to have an expensive treatment plan, scale it down.  If they just had to 
understand that voices, visions are part of a mental illness, done. Then you take it 
further to the next step. I think, don't go in there with this glorious plan of you 
know, they’re going to lay on a couch and you’re going to do depth work, 
psychoanalysis and all of that - you don't need to do all of that. 
Participant 2 described what were perceived to be differences in specific symptom 
patterns, 
If we are talking about first episode, I am assuming the guy is psychotic, he is 
hallucinating, he is deluded, he has thought disorder … those positive symptoms 
are a problem for me. I am going to struggle to work with this guy, depending on 
him and whether he had prominent positive symptoms that are going to get in the 
way because you are going to get people with let’s say the odd paranoid 
schizophrenia, the person’s prognosis is good, everything is good, except maybe 
some delusions and hallucinations, in which case, there is opportunity there for 
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you to work with this guy, as opposed to disorganised schizophrenia, like 
everything is wrong here … you know, no ways these are acute symptoms, I am 
not going to be able to work with this lot, unless you have got programmes, but I 
don’t think there is space for that.  
Negative symptoms were viewed as the main symptomatic impediment to formal 
psychological interventions. Participant 1 described the impact that impairments in affect, 
social cognition and metacognition have on the relationship, “If you [the patient] have a 
flattened affect, it is very hard as a psychologist… [because of the patient’s] lack of 
empathetic awareness, lack of ability to read other people, their social intelligence.”  
Participant 1 continued,  
Also, as a psychologist, if they [patients] are detached from their emotions as you 
see with people with schizophrenia, … it is hard to process it when it is separate 
from you, when there is that disconnection. I find that with the long-term patients 
that I have seen – they can account things in their life, they can account past 
stressors that have triggered their first episodes but they cannot connect with 
those feelings. You try to tackle it from every angle and they cognitively can but 
that actual emotion, I struggle to access that.  
Participant 2 described difficulties with working with people with negative symptoms,  
Negative symptoms, they will get in the way. Depending on what you … I suppose 
the bottom line is what do you want to do? Depending on that, there are things 
that are going to get in your way. If you are wanting some kind of effective 
interaction with the person and he has got … avolition, it is like oh man, I am 
working with a zombie here. I was just talking to the guy and he is just staring at 
me. I am not getting an interaction. I think that is part of what you want to 
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achieve. So that … yeah, so I don’t think I want to make a generalisation … I 
would say from a psychologist’s point of view, depending on what your intentions 
are, certain symptoms may be a barrier, more or less of a barrier  
Participants also thought that negative symptoms could make the diagnosis harder. For 
instance, participant 4 declared that “negative symptoms could be misdiagnosed…it could be 
seen as depression”.  Participant 4 continues to explain that negative symptoms like “lack of 
insight” may cause “difficulty doing formal assessment and therapy.” Participant 2 reported 
that it was not only the symptoms or phase of illness that can act as a barrier to psychological 
services, but that how other professionals manage these symptoms could be a barrier in itself,  
You have got a patient with negative symptoms that is prominent, then that is 
equal barriers to the medication he is getting, because depending on the 
medication, that could create all sorts of shut downs as well. So, I wouldn’t … I 
think both are potential barriers to … if you have certain intentions, depending 
on your intentions. 
Despite this, as stated, most clinical psychologists believed that there is a space for 
clinical psychologists regardless of the symptoms of first-episode schizophrenia.  
Chapter Summary  
The chapter discussed the study’s main findings. It is important to note that the sub-
themes presented in this study cannot easily be separated from one another. Essentially, they 
must be seen as non-linear, as their meanings are interlinked and their influences cannot 
easily be measured. It is also difficult to say what the main problem at hand is. However, it is 
obvious from the study’s findings that most barriers were created from within the health care 
system. Essentially, these findings need to be viewed within the structural context that has 
been described. Principally and pragmatically, it is important to acknowledge that service 
delivery failures should be attributed to the health care system and not for the most part, the 
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population that it serves. Failure to meet the needs of communities and patients appears to be 
most often attributable to ineffectual programme design, poor resource allocation, and poor 
leadership and governance.   
The following chapter provides recommendations and suggestions based on these 
findings to equip the reader with potential solutions for overcoming some of the challenges 
that clinical psychology is currently facing in the provision of psychological services for 
people with first-episode schizophrenia.   
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Chapter 5: Conclusion, Limitations and Recommendations 
This chapter presents the conclusions of the present research study, reviews limitations 
and it provides recommendations and suggestions for interventions to overcome the identified 
barriers to the provision of psychological services to persons with first-episode schizophrenia 
in urban public health care settings as well as for further research.  
The study utilised a qualitative exploratory-descriptive research design to achieve its 
overall aim, which was to explore and describe the barriers to the provision of psychological 
services for persons with first-episode schizophrenia. Information about perceived barriers 
was collected through semi-structured interviews with 11 clinical psychologists working in 
urban public mental health care settings. The study’s results have been logically divided into 
three main themes: 1) contextual barriers to access and utilisation of services provided; 2) 
health care system related barriers to the provision of psychological services, and 3) first-
episode schizophrenia-related limitations. Each of these three broad themes contain several 
sub-themes. The chapter presents these three main themes before discussing the study’s 
limitations. It concludes with a set of recommendations to both address perceived barriers 
and inform further research in this field.  Most conclusions and recommendations have been 
linked to the national Mental Health Policy Framework and Strategic Plan 2013 – 2014.  
Conclusions 
The purpose of the study was to explore and describe clinical psychologists’ perceived 
barriers to psychological services provided for people with first-episode schizophrenia in 
urban public health care settings. Study participants expressed an overwhelming consensus 
that psychology had an integral part to play in the treatment and management of first-episode 
schizophrenia but the discipline was not fully utilised. This is in stark contrast to the 
ambitious national Mental Health Policy Framework and Strategic Plan 2013 – 2020 that 
acknowledges that the determinants of mental illness are biological, psychological and social, 
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and promotes a collaborative models and stepped care approaches (National Department of 
Health, Republic of South Africa, 2013) The following section briefly outlines the study’s 
findings, which have been grouped according to three main themes. Each theme is 
accompanied by sub-themes.   
Contextual barriers.  
Participants identified contextual factors that hindered the accessibility and utilisation of 
psychological services. Participants believed that these factors had a negative impact on 
therapeutic interventions by delaying access to treatment and, once treatment has been 
accessed, contributing to treatment non-adherence.   
Socio-economic deprivation is one of the main barriers that contribute to psychological 
treatment delays, disruptions or failures.  Unemployment as well as the lack of affordable 
transportation, social support or financial independence – all factors associated with socio-
economic deprivation - were perceived as being barriers to accessing and utilising 
psychological services.  Importantly, these factors may logistically limit access to 
psychological services for people living with first-episode schizophrenia given the current 
format in which services are offered.  
Cultural attributions and meanings were viewed as having an impact on the access and 
utilisation of psychological services. Participants stated that traditional and complementary 
health systems were often the first point where individuals with first-episode schizophrenia 
and their families access treatment. There is an absence of intersection and referrals between 
these traditional and/or complementary health systems and psychological services. Patients 
may often prioritise culturally traditional or complementary pathways over psychological 
interventions, prolonging periods of delayed untreated psychosis and contributing to 
treatment failure.  
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Stigma was also viewed as a barrier to psychological services partly owing to public 
misconceptions and a lack of awareness about first-episode schizophrenia. Patients’ families, 
community members or the health care system itself may contribute to the marginalisation of 
patients. Stigma has an isolating affect, and study findings suggest that patients may avoid 
treatment or default treatment to avoid being labelled as mentally ill, as well as suffering 
abuse or social embarrassment.     
Health care system-related barriers.  
Participants most frequently described health care system-related barriers to the provision 
of psychological services for people with first-episode schizophrenia. Most sub-themes were 
categorised under this theme. These barriers occur within the broader public health landscape 
and are sometimes referred to as “structural barriers”.  
The inadequate capacity of the mental health care system emerged as a sub-theme. 
Participants were of the view that the public mental health care system has severe resource 
shortages that compromise the provision of psychological services. The system is 
overburdened by long waiting lists and overcrowded facilities. According to participants, 
these factors subject patients to dehumanising conditions and compromised the quality of 
care provided by psychologists. Findings suggest that the lack of capacity within the mental 
health care system and insufficient resources hinder the ability to realise national policy.  
Misdistribution and insufficient budgetary allocations for mental health in general was 
seen as a significant barrier to the provision of psychological services. The findings and 
literature suggests that a dedicated activity-based budget is needed. It is essential to dedicate 
more financial resources to psychology programmes to scale-up currently underfunded 
activities.  
Human resource limitations were the most frequently occurring sub-theme. Misallocation 
of clinical psychologists, coupled with a shortage of such professionals, was seen as a barrier 
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to the provision of psychological services. There were also concerns that there was no human 
resource strategy direction from the Provincial or District Departments of Health. 
Furthermore, in some facilities, psychologists were not represented in the institutions 
organograms. The lack of isiXhosa-speaking psychologists and the lack of training in first-
episode schizophrenia were also seen as important barriers to address.  
The absence of national standards, guidelines, and policies to assist psychologists in the 
treatment and management of patients with first-episode schizophrenia was perceived as a 
barrier. Services offered were seen as being inconsistent and quality of care was not assured.  
Similarly, continuity of care and referral issues featured frequently as a barrier to service 
provision. Participants reported that patients often were not referred or were referred 
incorrectly. When patients were referred to psychologists, they were often inadequately 
prepared and referral forms lacked information. These issues frustrated patients, and 
contributed to the non-adherence with treatment. Additionally, a significant barrier regarding 
continuity of treatment was the lack of a formalised systemic referral system between 
psychologists or to other local professionals, as well as the lack of community-based follow-
up systems.  
With regards to communication, ineffectual internal communication and insufficient 
awareness raising and engagement were seen as barriers to the provision of psychological 
services. The findings suggest that internal communication about psychological services for 
first-episode schizophrenia is poor and needs to be improved. This was perceived as having 
an impact on the quality of referrals, resource allocation and the staff’s general understanding 
of services provided. In a context where misconceptions and low levels of awareness 
regarding services persisted among patients, family members and communities, the lack of 
awareness raising and community engagement were also viewed as barriers to treatment. 
Active engagement and external communication may speed up patients’ access to 
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psychological treatments and thereby assist in contextualising treatment plans and reduce 
treatment failure.  
Findings suggest that leadership and management could also be improved upon. 
Participants reported that the lack of formalised coordination, leadership and management of 
psychologists in the Nelson Mandela Bay Health District created a disabling working 
environment. Furthermore, management was not seen as being accountable to psychologists 
and vice versa. The absence of psychologists within middle management levels or higher was 
seen as a problem that should be addressed. Additionally, the oversight of and direction 
provided to psychologists in some facilities, specifically district health services, was 
perceived as requiring strengthening.  
A sub-theme emerged that instability and inconsistency is generated from the absence of 
long-term policy and strategic direction for psychology and mental health at provincial and 
district levels. Perceived as a barrier, the absence of long-term policy and strategic direction 
included a lack of formal communication and the exclusion of psychology in policy and 
strategic development.  
Participants reported that the biomedical approach was overemphasised and that this 
restricted the provision of psychological services in urban public mental health care settings. 
The overemphasis of a biomedical model dilutes psychological services and this imbalance 
threatened the implementation of a collaborative model of care that national policy promotes. 
Participants added that the independent role of psychologists’ and their added value needed to 
be recognised in provincial and district policy.  
Participants also highlighted barriers related to the orientation of psychological services 
in the public health care system. Firstly, participants said that psychological services had not 
been adequately integrated into primary health care and that existing psychologists in the 
	   145	  
public health sector had not been optimally utilised at this level of care. Secondly, 
community-based psychological services were thought to be lacking.  
Improvements in the above mentioned areas could help to ensure accessible, affordable 
and relevant psychological services for people with first-episode schizophrenia in urban 
public mental health care settings. 
First–episode schizophrenia syndrome-related barriers. 
Participants did not report any barrier to care or treatment for persons with first-episode 
schizophrenia related to the illness itself. Thus, the inability of psychological services to meet 
the psychological needs of patients should be attributed to ineffectual programme design and 
treatment planning rather than blaming patients. Generally, participants thought that 
psychologists had a role to play at all phases of intervention but that psychologists’ roles in 
recovery should be prioritised and scaled up. Essentially, the lack of provision of 
psychological interventions in the recovery-phase was reported to contribute to less than 
optimal relapse prevention strategies.  
However, a sub-theme emerged that positive and negative symptoms may render certain 
psychological services ineffective or irrelevant. For instance, the use of self-administered 
psychometrics with someone who is actively psychotic would be worthless and time would 
be more effectively spent pursuing another type of psychological service.  
Limitations  
Research limitations identified during the study are highlighted here and some 
suggestions of how these limitations could be overcome in future studies are offered in the 
next section. Most of the limitations of the study were foreseen and are related to the 
methodology employed.  It is important to remain cognisant of the limitations of this type of 
qualitative research in order to prevent over interpretation.  
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Awareness of the study’s credibility, which has been described in Chapter 3., is essential. 
While trustworthiness is key in ensuring the credibility of the findings, qualitative research is 
more likely to be influenced by the researcher’s personal bias than what quantitative research 
is. Adopting Lincoln and Guba’s (1985) principles of trustworthiness has helped to mitigate 
this bias. It is therefore important to clarify that the responsibility of transferring findings of 
the study to other settings is upon the person intending to use the study. Those wanting to use 
the study should use the well-described circumstances in which the study took place as 
indicators of transferability. Some limitations of transferability include the relatively small 
sample size (n = 11) and the absence of using a theoretical model.  
There are also limitations to the extent that psychologists’ perceptions may not represent 
the full reality of problems. This statement should not be taken out of context; it merely 
suggests that future studies consider broadening their scopes to include other professionals as 
the limited perceptions of key informants in this study may only portray one dimension of 
current barriers to the provision of psychological services for people with first-episode 
schizophrenia. For instance, in future studies it may be beneficial to extend the sample to 
include expert opinions from psychiatrists, mental health care nurses, policy and decision 
makers as well as people living with first-episode schizophrenia. Additionally, this study may 
also include professional biases in the data that was gathered and it is worth remaining 
critical that this may have a bearing on what participants identified as barriers. To mitigate 
this bias, only repeated themes and sub-themes have been reported on. Where possible, the 
researcher has actively sought contradictory statements to present a balanced view.  
Fortunately and unfortunately, the data collection process has gathered a wealth of 
information. While this process was extremely fruitful, the report will never be able to 
portray the depth of the interviews that have taken place, however, it is hoped that the 
research report does justice to the concerns of those interviewed.  
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Currently, there is a research gap regarding the general barriers to the provision of 
psychological services in the public mental health care system. It has been difficult to 
triangulate data gathered in the study with available literature partly owing to the study’s 
specific context. This limitation has made it difficult to compare the findings with previous 
research as they share only limited similarities in scope. This could be seen as a potential 
limitation to the reliability of the study’s triangulation and literature control.  
The research study did not include multiple independent coders. This is often described as 
a weakness in literature. However, Barbour (2001) cautions against multiple coding of entire 
datasets. Studies have demonstrated that there are substantial differences in ways that 
different researchers package coding frameworks (Armstrong, Gosling, Weinman, & 
Marteau, 1997). Barbour (2001) clarifies that what is more important in qualitative research 
is the critical process of supervision embedded in this study, as the supervision assisted in 
furnishing alternative interpretations and alerting the researcher to potential competing 
explanations.  
While measures have been taken to ensure the dependability of the results, it is important 
to take into account that the findings represent the views of clinical psychologists working 
within the urban public mental healthcare system between September and October 2014. 
Changes in the research circumstances are inevitable and should be factored in when 
interpreting and using the research report.  
Recommendations and Suggestions 
The following section presents recommendations and suggestions for improving service 
provision and identified areas for future research. All recommendations and suggestions are 
directly linked to the findings outlined above in the conclusion and as they are discussed in 
Chapter 4.  
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Recommendations and suggestions for improving service provision. 
The recommendations and suggestions that may be useful in improving the provision of 
psychological services for people living with first-episode schizophrenia are:  
1. The core recommendation for overall strategic orientation is to translate the national 
Mental Health Policy Framework and Strategic Plan 2013 – 2020 into the Eastern 
Cape provincial strategic and operational plans. These plans must include targets, 
indicators, budgets and timelines. Furthermore, as outlined by national policy, the 
Eastern Cape Province Health Department must monitor and evaluate the 
implementation of the national Mental Health Policy Framework and Strategic Plan 
2013 – 2020 and ensure the provision of a sustainable budget for mental health 
services to develop the capacity of mental health departments and supporting 
structures.   
2. There is a need to expand psychological services provision and move services out of 
clinics and into communities. As outlined by the national Mental Health Policy 
Framework and Strategic Plan 2013 – 2020 (2013, p. 20), “mental health care users 
should have access to care near to the places where they live and work” and “a 
recovery model, with an emphasis on psychosocial rehabilitation, should underpin 
all community-based services.” 
3. Psychological services should take into account the socio-economic constraints 
encountered by the majority of mental health service users. Current programmes 
need to be critically appraised on how they could improve access by making services 
more convenient for mental health service users, such as extending traditional 
working hours, increasing days on which services are offered and expanding sites 
where services are provided.  
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4. There is a need for psychologists to engage to a greater degree with traditional and 
complementary health systems, as the lack of current intersection between the public 
mental health care system and these alternative systems delays treatment and 
contributes to treatment non-adherence. Studies suggest that improving links with 
these traditional and complementary systems could improve referral and treatment 
outcomes (Burns, & Tomita, 2014; Gureje, Nortje, Makanjuola, Oladeji, Seedat, & 
Jenkins, 2015; Hanlon et al., 2014). 
5. Current district mental health care programmes and strategies need to actively work 
towards reducing stigma and discrimination and increase public awareness of mental 
health.  
6. One of the main impediments to service provision is the limited availability of 
clinical psychologists. More focus needs to be placed on the absorption and 
recruitment of clinical psychologists. Complementary to this strategy, task-sharing 
and transdiagnostic community-based models should be explored in these settings in 
order to increase the reach of psychological services and to ease the burden on 
clinical psychologists. Additionally, counselling psychology as a registration should 
be seriously considered as a recruitment profile of the Department of Health.  
7. The shortage of clinical psychologists who speak isiXhosa working in the Nelson 
Mandela Bay Health District is a massive barrier to the provision of quality 
psychological services in this region. A human resource strategy needs to be 
formalised to provide direction on how this barrier will be overcome. The 
Department of Health should actively recruit clinical psychologists who can provide 
psychological interventions in isiXhosa. Furthermore, Eastern Cape universities that 
provide professional training for psychologists should actively work at increasing 
the number of isiXhosa speaking clinical psychology graduates. The establishment 
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of training bursaries with attached public service contracts could go a long way to 
facilitate this access to training and human resource provision. 
8. National treatment guidelines and standards of care for psychologists working 
within the public mental health care system in South Africa should be developed and 
consistently implemented. These treatment guidelines or standards of care need to be 
designed to assure coherence in the current and future approach towards people with 
first-episode schizophrenia and other mental, neurological and/or substance use 
disorders. Clinical psychologists currently working in the public mental health care 
system should spearhead the process of designing standards and guidelines. 
Additionally, these treatment guidelines need to be designed and adopted by the 
National Department of Health and implemented at both provincial and district 
level.  
9. The patient referral system amongst both public mental health care clinical 
psychologists and between public health care facilities in the Nelson Mandela Bay 
Health District is problematic and it needs to be improved. This referral process 
includes the standard practice of psychologists formally referring to other 
psychologists and colleagues when mental health service users transfer from one 
facility to another, as well as those secondary and tertiary facilities that refer to 
psychologists working in primary care facilities. This referral process should ensure 
that referring psychologists should receive pertinent feedback after a referral is 
made.  
10. Formal communication systems and lines for clinical psychologists working in the 
urban public mental health care setting in Nelson Mandela Bay Health District need 
to be structured and improved regardless of level of care.   
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11. Psychologists working within the Nelson Mandela Bay Health District need to be 
vigorously engaged in raising awareness about the psychological services at their 
facilities, general communities, and at the district and provincial levels.  
12. Psychologists need to be meaningfully represented at middle management or higher 
in hospitals and district health settings.  
13. The scope of the current monthly district psychologist meetings should be expanded 
to include clinical psychologists from secondary and tertiary institutions in order to 
improve on strategic decision-making amongst clinical psychologists in the Nelson 
Mandela Bay Health District.  
14. As previously mentioned there is no formalised strategy for psychology. The 
strategic direction of public service psychologists working in the Nelson Mandela 
Bay Health District needs to be better articulated. This strategy should inform 
provincial policy decision makers and be used to formally communicate the needs of 
psychology departments.  
15. The perceived overemphasis of a biomedical approach to severe mental illnesses 
needs to be addressed and rectified in order to reinforce a collaborative model of 
care. 
16. Wherever possible, psychological services should be integrated in primary health 
care services.  
17. Family-based psychological interventions for first-episode schizophrenia are 
generally inadequate and unavailable, and this requires greater development and 
availability.  
18. More attention needs to be given to training clinical psychologists in specific 
psychological models of care and evidence-based psychological interventions for 
first-episode schizophrenia that provide effective alternatives or adjuncts to the 
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biological treatments. It appears that this training would best be initially delivered 
during the internship year at facilities that care for people living with schizophrenia. 
Thereafter on-going skill development and training should be provided by the 
employers of psychologists working with this population in public mental health 
care settings.  
Recommendations and suggestions for future research. 
Based on the study’s findings, this section provides recommendations and suggestions for 
future research. The recommendations do not necessarily reflect prioritisation but would 
contribute to the limited existing research in the field. Further, the study emphasises that 
research should be conducted in ways that increase access to affordable, adequate and 
relevant public mental health care services for people living with common and severe mental 
health conditions. The recommendations and suggestions for future research are as follows:  
1. As stated in the limitations of the research, researching is needed on the perceptions 
of other mental health service providers about the barriers to and/or the usefulness of 
psychological services for people with first-episode schizophrenia. 
2. Canvassing larger samples of participants from other provinces and districts in South 
Africa is needed to validate if the experience of Eastern Cape public service 
psychologists can be generalised.   
3. There is a need for research to be conducted on evidence-based psychological 
treatments for people with first-episode schizophrenia in resource-limited urban 
public health care settings. This research should identify the training needs and inform 
the development of standards and guidelines for psychologists working with people 
with first-episode schizophrenia.  
4. A shortage of clinical psychologists is one of the main challenges impeding services. 
There is an urgent need for the expansion of research on innovative models of service 
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delivery to overcome the treatment gap in low resource urban public health settings. 
Suggested topics include, task sharing models of care, the utilisation of community 
health workers, mental health home-based carers, registered counsellors and family-
based interventions.  
5. Research on how public service psychologists can intersect and engage with 
traditional and complementary health systems is needed. This research should be 
guided by the motivation to improve referral systems so as to overcome delayed 
presentation and to reduce treatment failure.  
6. More research about overcoming stigma in order to prevent the marginalisation of 
patients and their avoidance of, or defaulting from treatment, is needed. Research in 
this area should not only focus on how the Department of Health can tackle this 
problem, but should extend to all mental health stakeholders.   
7. Research on the identified barriers to the provision of psychological services for 
people accessing the public mental health care system needs to be expanded upon. 
This research can inform policy and current programmes on how to focus on specific 
levels of care, geographic locations, specific populations and specific psychological 
services or interventions.  
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Appendices 
Appendix A: Interview Questions  
1. Are you registered as a psychologist with the Health Professions Council of South Africa? 
2. How long have you been registered with the Health Professions Council of South Africa 
(and in what categories)? 
3. Do you currently work in the South African urban public health care system in any 
capacity? 
4. How many years of experience do you have working with people with first-episode 
schizophrenia in urban public health care settings?  
5. What are your thoughts about the provision of various psychological services in urban 
public health settings?  
6. In your experience which psychological services are least provided for in these settings 
and how come? 
7. Do you think that psychologists have been fully utilised in urban public health settings 
with regards to the treatment and management of people with first-episode schizophrenia? 
Please explain.  
8. If you consider the syndromal pattern often associated with people experiencing first-
episode schizophrenia, what are your thoughts regarding the provision and relevance of 
various psychological services at this phase of intervention?  
9. With reference to the urban public health care system, what barriers is there that hinder the 
provision of adequate psychological services for patients with first-episode schizophrenia? 
10. What do you think could improve the provision of psychological services in urban 
public health settings or systems to people with first episode schizophrenia?  
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Appendix B: Letter Requesting Permission from the Department of Health 
Chief Executive Officer / Coordinator of research and Research Ethics 
[Name of facility] 
[Street Address] 
[City] 
6001 
 
For attention: [Name of Chief Executive Officer / Coordinator of research and Research Ethics] 
 
REQUEST FOR PERMISSION TO CONDUCT RESEARCH AT [Insert facility’s name] 
 
Dear [Name of Chief Executive Officer / Coordinator of research and Research Ethics],  
 
My name is Garret Barnwell, and I am a Clinical Psychology student and intern at the Nelson 
Mandela Metropolitan University in Port Elizabeth. The research I wish to conduct for my Master’s 
treatise involves the exploration and description of the perceived barriers for psychological services 
provided for people with first-episode schizophrenia in urban public health settings. This project will 
be conducted under the supervision of Mr Sack (Department of Psychology, NMMU, South Africa) 
and Prof Strümpher (Department of Nursing Science, NMMU, South Africa). 
 
I am hereby seeking your consent to approach psychologists at [insert facilities name] to serve as 
participants in this project.  
 
I have provided you with a copy of my treatise proposal that includes the method of data collection 
and consent forms to be used in the research process, as well as a copy of the approval letter, which I 
received from the NMMU Research Ethics Committee (Human).  
 
Upon completion of the study, I undertake to provide [insert facilities name] with a bound copy of the 
full research report. If you require any further information, please do not hesitate to contact me 
through the following: 
Cellular: 084 9933 191 
Email: garretbarnwell@gmail.com 
 
Thank you for your time and consideration in this matter.  
Yours sincerely, 
 
Mr G Barnwell    Mr. V Sack   Prof J. Strümpher   
Researcher    Supervisor   Co-Supervisor  
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Appendix C: Letters of Permission  
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Appendix D: Information Letter to Participants  
For attention: [Participant’s name] 
 
INFORMATION LETTER TO PARTICIPANT 
 
Dear [Participant’s name] 
 
My name is Garret Barnwell, and I am a Clinical Psychology student and intern at the Nelson 
Mandela Metropolitan University in Port Elizabeth. The research I wish to conduct for my Master’s 
treatise involves the exploration and description of the perceived barriers of provision of 
psychological services for people with first-episode schizophrenia in urban public health settings. 
This project will be conducted under the supervision of Mr V. Sack (Department of Psychology, 
NMMU, South Africa) and Prof Strümpher (Department of Nursing Science, NMMU, South Africa). 
 
I am hereby contacting you to see whether you will be willing to be involved in this research study.  
 
I have provided you with a copy of a letter of permission from the Department of Health, as well as a 
copy of the approval letter, which I received from the NMMU Research Ethics Committee (Human).  
 
Upon completion of the study, if required I undertake to provide you with a copy of the full research 
report. If you require any further information, please do not hesitate to contact me through the 
following: 
Telephone: (041) 504 2330 
Cellular: 084 9933 191 
Email: garretbarnwell@gmail.com 
 
Thank you for your time and consideration in this matter.  
Yours sincerely, 
 
 
Mr G Barnwell    Mr. V Sack   Prof J. Strümpher   
Researcher    Supervisor   Co-Supervisor 
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Appendix E: Forms 
CONSENT FORM   
SECTION A:  
Initial THE FOLLOWING ASPECTS HAVE BEEN EXPLAINED TO ME, THE 
PARTICIPANT: 
 
1. Title: 
Perceived barriers to the provision of psychological 
services for people with first-episode schizophrenia in 
urban public health settings 
  
2. Aim:   
This study aims to explore and describe the perceived 
barriers to access or provision of psychological services for 
people with first-episode schizophrenia in urban public 
health settings. 
  
3. Procedures:   
I understand that I will participate in an individual in-depth 
interview that will be from 1 to 2 hours in duration and that 
this interview will be recorded with an audio recorder. 
  
4. Risks: 
There are no significant risks to me as a consequence of my 
participation in this study. 
  
5. Possible benefits:   
As a result of my participation in this study, there will be 
no benefits to me.  
  
6. Confidentiality:   
My identity will not be revealed at any stage of the 
research or in the dissemination of results. 
  
7. Access to findings: 
Individual results will be communicated after the interview 
to people requesting feedback.  
  
8. 
Voluntary 
participation / refusal 
/ discontinuation: 
My participation is voluntary YES NO   
My decision whether or not to 
participate will in no way affect my 
present or future care / employment 
/ lifestyle 
TRUE FALSE 
THE INFORMATION ABOVE WAS EXPLAINED TO ME/THE PARTICIPANT BY:  Initial 
The researcher in English and I am in command of this language   
I was given the opportunity to ask questions and all these questions were answered 
satisfactorily. 
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No pressure was exerted on me to consent to participation and I understand that I may 
withdraw at any stage without penalisation. 
  
I HEREBY VOLUNTARILY CONSENT TO PARTICIPATE IN THE ABOVE-MENTIONED 
RESEARCH PROJECT: 
Name: 
 
 
Signature: 
 
                
 
Date: 
 
 
Location: 
 
 
              
 
SECTION B: 
STATEMENT BY OR ON BEHALF OF INVESTIGATOR 
I, Garret Barnwell declare that: 
I have explained the information given in this document to:  
He / she was encouraged and given ample time to ask me any 
questions 
[initial] 
3. This conversation was conducted in English  
4. 
I have detached Section C and handed it to the 
participant 
YES NO 
Name: 
 
 
Signature: 
  
                
 
Date: 
 
 
Location: 
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SECTION C: 
IMPORTANT MESSAGE TO PARTICIPANT  
 
Dear participant 
 
Thank you for your participation in this study.  Should, at any time during the study: 
 
- An emergency arise as a result of the research, or 
- you require any further information with regard to the study 
Kindly contact Garret C Barnwell 
Telephone number +27 84 9933 191 
Email Address  garretbarnwell@gmail.com 
